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Abstract 

At  this  time,  no  published  information  has  been  identified  by 
the  author  that  would  support  the  research  of  increasing  a 
military  healthcare  facility's  services  to  support  a  beneficiary 
population  that  is  significantly  increasing  in  size  yet  with  the 
same  physical  support  structure.  The  purpose  of  this  research 
is  to  develop  a  strategic  plan  to  determine  an  optimal  "mix"  of 
services  for  Irwin  Army  Community  Hospital  (lACH).  A  comparison 
of  services  provided  by  similar  facilities  will  serve  as  the 
basis  for  analyzing  likely  capability  requirements  while 
forecasting  tools  will  serve  to  estimate  likely  demand  for  these 
services.  The  expected  results  of  the  study  will  provide  a  set 
of  rank-ordered  alternatives  for  consideration  by  the  leadership 
of  lACH,  alternatives  that  comprise  future  business  case 
analysis'  (BCA)  and  that  will  meet  the  increasing  beneficiary, 
in  support  the  facilities  new  strategic  plan. 
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Disclaimer 

The  opinions  or  assertions  contained  herein  are  the  views  of 
the  author  and  do  not  reflect  the  official  policy  or  position  of 
the  Department  of  the  Army,  Department  of  Defense,  U.S. 
Government  or  Baylor  University. 
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Executive  Summary 

Irwin  Army  Community  Hospital  (lACH)  offers  healthcare 
services  to  the  military  service  members  and  their  families, 
both  active  and  retired,  assigned  to  Fort  Riley,  Kansas,  and  the 
surrounding  communities.  This  is  achieved  through  a  multitude 
of  services  provided  by  the  main  hospital,  two  satellite  troop 
medical  clinics  and  a  family  member  primary  care  clinic.  At  the 
current  population  and  with  the  recent  inception  of  the  Warrior 
Transition  Battalion  (WTB) ,  the  staff  and  level  of  services 
provided  are  over  capacity.  Coupled  with  the  additional  growth 
of  beneficiaries,  based  on  the  2005  Base  Realignment  and  Closure 
(BRAC)  and  Grow  the  Army  (GTA)  initiatives,  the  services 
provided  and  staff  required  to  support  the  population  requires 
review  and  modification  to  provide  the  proper  amount  of 
healthcare  to  the  population. 

Mission 

To  provide  and  manage  the  healthcare  of  Soldiers,  military 
families  and  retirees;  to  support  the  readiness  and  deployment 
of  a  medically  protected  force;  and  empower  and  value  our  staff 
while  achieving  effective  practices  and  meeting  diverse  future 
requirements  (FR  MEDDAC  10-132,  2007) . 

Vision 

To  provide  state  of  the  art  care  for  America's  Big  Red  One 


community  (FR  MEDDAC  10-132,  2007). 
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Introduction 

Background 

Fort  Riley  is  located  in  eastern  Kansas  and  considered  to 
be  a  rural  area.  It  was  established  in  1853  as  a  military  post 
to  protect  the  movement  of  people  and  trade  over  the  Oregon- 
California  and  Santa  Fe  trails.  Fort  Riley  is  named  in  honor  of 
Major  General  Bennett  C.  Riley,  who  led  the  first  military 
escort  along  the  Santa  Fe  Trail.  Fort  Riley  has  always  had  an 
important  role  in  the  defense  of  our  nation  and  the  training  of 
our  soldiers  (Fort  Riley  Museum,  2007)  .  In  July  1955,  1®*^ 
Infantry  Division  rotated  from  duties  in  Europe  to  Fort  Riley 
until  1965,  when  the  Vietnam  conflict  called  for  1®*^  Division  to 
leave  its  home.  This  deployment  lasted  until  1970  and  after 
five  years  of  combat,  the  division  returned  to  Fort  Riley.  The 
unit  maintained  residence  at  Fort  Riley  until  1996,  when  the 
division  was  moved  to  Europe  in  support  of  Post-Cold  War 
Strategies.  A  brigade  of  the  Big  Red  One  remained  at  the  post 
along  with  a  brigade  of  the  1st  Armored  Division  and  the  937th 
Engineer  Group  (Fort  Riley  Museum,  2007).  The  1st  Infantry 
Division  headquarters  returned  to  Fort  Riley  on  August  1,  2006, 
under  the  2005  Base  Realignment  and  Closure  Act  (BRAC) . 

Construction  on  the  current  Irwin  Army  Community  Hospital 
began  on  July  19,  1955.  At  the  time  of  dedication,  Irwin  Army 
Community  Hospital  boasted  the  latest  medical  technology  of  the 


lACH  STRATEGIC  PLAN  10 


day.  The  new  hospital  was  dedicated  on  February  7,  1958,  and 
named  Irwin  Army  Hospital  in  honor  of  Brigadier  General  Bernard 
John  Dowling  Irwin,  "The  Fighting  Doctor",  who  was  awarded  the 
Congressional  Medal  of  Honor  for  distinguished  gallantry  in 
action  during  an  engagement  with  the  Chiricahua  Indians  near 
Apache  Pass  Arizona  in  February  1861.  In  August  1975, 
construction  began  for  a  new  outpatient  clinic  wing. 

Construction  was  completed  in  June  1978,  at  a  cost  of  $21,108 
million.  Currently,  17  of  the  23  outpatient  clinics  at  lACH  are 
housed  in  the  outpatient  wing  (Fort  Riley  Museum,  2007) . 

Although  originally  established  as  a  250  bed  inpatient  facility, 
the  number  of  beds  along  with  other  services  was  reduced  due  to 
previous  BRAC  initiatives  that  reduced  the  installation  troop 
strength.  Currently,  lACH  houses  44  inpatient  beds  and  a 
variety  of  provider  services.  With  the  2005  BRAC  Act  increasing 
the  troop  strength  over  the  next  six  fiscal  years,  the  hospital 
is  constantly  assessing  the  needs  of  the  population  coupled  with 
the  physical  facilities  available  in  order  to  provide  care  based 
on  patients  needs.  This  is  accomplished  through  a  multifaceted 
approach  of  facility  renovation  &  utilization,  healthcare 
services  assessment  &  manipulation  and  purchased  care  of 
services  not  provided  by  lACH,  from  the  local  network.  The 
remote  location  of  lACH  requires  services  be  purchased  from  not 
only  the  local  network,  but  also  facilities  able  to  provide 
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needed  services  within  the  state  as  well  as  other  Military- 
Treatment  Facilities  (MTF)  outside  of  Kansas. 

Junction  City  (pop. 16, 106)  and  Manhattan  (pop.  50,373)  are 
the  two  largest  cities  directly  outside  of  the  installation  with 
any  major  type  of  healthcare  support  services.  Other  cities 
within  a  150  mile  radius  of  Fort  Riley  that  have  a  direct  impact 
on  services  provided  to  lACH  beneficiaries  are  Topeka  (pop. 
121,412),  Salina  (pop.  46,140),  Wichita  (pop.  357,698),  Kansas 
City,  KS  and  Kansas  City,  MO  (pop.  590,010) . 

Problem  Statement 

The  rapidly  growing  population  of  Fort  Riley,  KS,  is 
presenting  Irwin  Army  Community  Hospital  with  a  daunting 
challenge:  what  services  to  add,  when,  where  and  in  what 
capacity.  Less  than  18  months  ago,  lACH  supported  an  eligible 
beneficiary  population  of  roughly  23,000-24,000.  Upon  end-state 
for  population  growth,  around  fiscal  year  (FY)  13,  the 
beneficiary  population  for  Fort  Riley  will  reach  approximately 
56,000.  The  enrollee  population  increase  by  fiscal  year  can  be 
seen  in  Figure  1 . 

Purpose 

The  purpose  of  this  research  is  to  develop  a  strategic  plan 
to  determine  an  optimal  "mix"  of  services  for  Irwin  Army 
Community  Hospital  (lACH) .  A  comparison  of  services  provided  by 
similar  facilities  will  serve  as  the  basis  for  analyzing  likely 
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capability  requirements  while  forecasting  tools  will  serve  to 
estimate  likely  demand  for  these  services.  The  expected  results 
of  the  study  will  provide  a  set  of  rank-ordered  alternatives  for 
consideration  by  the  leadership  of  lACH.  Such  alternatives  will 
form  the  foundation  for  future  business  plans  and  ultimately 
support  the  facility's  new  long  range  focus  and  goals. 
Requirements  for  the  reorganization  of  the  hospital,  family 
clinic  and  two  troop  medical  clinics  (TMC)  both  physically  and 
in  terms  of  services  provided,  will  need  to  be  estimated  based 
off  of  purchased  care  and  demand  of  services.  Dependant  on  the 
actual  outcome  of  the  identified  need  and  time  of 
implementation,  interim  solutions  must  be  implemented  in  order 
to  provide  services  and  support  to  the  beneficiaries  of  Fort 
Riley.  These  solutions  may  include  referral  of  unavailable  or 
overextended  services  to  the  local  community's  healthcare 
providers  and  facilities.  Prioritization  of  what  can  be 
referred  and  what  should  be  maintained  within  the  facility  will 
be  analyzed. 

Literature  Review 

"In  the  past  year,  the  Military  Health  System(MHS)  took  several 
additional  important  steps  in  our  multi-year  transformation  that 
will  prepare  our  military  forces  and  our  military  medical  forces 
for  the  future.  Our  focus  has  been  to  develop  greater  joint 
capabilities  and  joint  operations .  I  will  outline  a  number  of 

these  initiatives  today. 
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VJe  guide  all  of  our  efforts  through  a  vision  of  jointness, 
interoperability,  greater  efficiency,  improved  outcomes ,  and 
world-class  education,  research,  and  medical  care.  We  have 
refined  our  MHS  Strategic  Plan,  itself  a  superb  road  map,  to 
provide  a  long-term  perspective  on  the  critical  imperatives  that 
will  determine  our  success  for  the  years  ahead.  We  shaped  our 
strategic  plan  with  the  recommendations  contained  in  the  2006 
Quadrennial  Defense  Review  (QDR) ,  Medical  Readiness  Review 
(MRR) ,  and  the  Base  Realignment  and  Closure  Commission  (BRAC) 

reports . 

This  plan  -  developed  in  concert  with  the  Surgeons  General,  the 
Joint  Staff  and  our  line  leaders  -  recognizes  that  our 
stakeholders,  including  this  congressional  body  representing  the 
American  people,  expect  the  following  outcomes  from  the 
resources  invested  in  military  medicine : 

•  A  fit,  healthy  and  protected  force 

•  Reduced  death,  injuries  and  diseases  during 
military  operations ,  and  superior  follow-up 
care  and  seamless  transition  with  the  VA 

•  Satisfied  beneficiaries 

•  Creation  of  healthy  communities 

•  Effective  management  of  healthcare  costs 

Our  internal  measures  and  those  of  independent,  external 
organizations  show  we  are  excelling  in  our  mission.  Yet,  we  are 
hardly  complacent .  We  recognize  that  we  must  build  upon  our 
successes  to  sustain  this  global,  unique  military  medical 
system. " (Winkenwerder ,  2007) 

What  is  Strategy? 

Even  in  the  prevailing  orthodoxy  of  strategy  theory  there 
is  a  striking  lack  of  agreement  of  an  operational  definition  of 
what  makes  a  strategy  become  a  strategy  (Haugstad,  1999) .  The 
word  "strategy"  has  long  been  affiliated  with  militaries  and  is 
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derived  from  the  Greek  word  "strategos",  literally  meaning 
"general  of  the  army".  From  these  military  roots,  strategic 
planning  has  always  been  aimed  at  the  "big  picture"  (Blackerby, 
1994).  With  a  lack  of  a  commonly  agreed  upon  definition,  most 
authors  will  create  their  own  definitions  for  the  word  strategy. 
This  lack  of  a  commonly  acceptable  definition  and  self  defining 
is  best  illustrated  by  Haugstad  through  the  following  depictions 
of  some  of  the  leading  scholars  own  definitions: 

James  Quinn  (1998)  defines  strategy  as: 

(...)  the  pattern  or  plan  that  integrates  an  organization's  major 
goals,  policies  and  action  sequences  into  a  cohesive  whole.  A 
well- formed  strategy  helps  to  marshal  and  allocate  an 
organization's  resources  into  a  unique  and  viable  posture  based 
on  its  relative  internal  competencies  and  shortcomings , 
anticipated  changes  in  the  environment  and  contingent  moves  by 
intelligent  opponents. 

Kenneth  Andrews  (1998)  writes: 

Corporate  strategy  is  the  pattern  of  decisions  in  a  company  that 
determines  and  reveals  its  objectives,  purposes  or  goals, 
produces  the  principal  policies  and  plans  for  achieving  those 
goals,  and  defines  the  range  of  business  the  company  is  to 
pursue,  the  kind  of  economic  and  human  contribution  it  intends 
to  make  to  its  shareholders,  employees ,  customers  and 


communi ties . 
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Hax  and  Majluf  (1996)  point  out  that  strategy  is  a  multiheaded 
monster  and  states  nine  different  dimensions  of  strategy: 
Strategy 

1.  determines  and  reveals  the  organizational  purpose  in  terms 
of  long-term  objectives ,  action  programs,  and  resource 
allocation  priorities; 

2.  selects  the  businesses  the  organization  is  in,  or  is  to  be 
in; 

3.  attempts  to  achieve  a  long  term,  sustainable  advantage  in 
each  of  its  businesses  by  responding  appropriately  to  the 
opportunities  and  threats  in  the  firm's  environment,  and  the 
strengths  and  weaknesses  of  the  organization; 

4.  identifies  the  distinct  managerial  tasks  at  the  corporate, 
business  and  functional  levels; 

5.  is  a  coherent ,  unifying,  and  integrative  pattern  of 
decisions ; 

6.  defines  the  nature  of  the  economic  and  non- economic 
contributions  it  intends  to  make  to  its  stakeholders ; 

7.  is  an  expression  of  the  strategic  intent  of  the 
organi za ti on ; 

8.  is  aimed  at  developing  and  nurturing  the  core  competencies 
of  the  firm; 

9.  is  a  means  for  investing  selectively  in  tangible  and 


intangible  resources  to  develop  the  capabilities  that  assures  a 
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sustainable  competitive  advantage . 

Through  this  sampling  of  differing  definitions,  one  might 
say  that  with  so  many  interpretations,  the  actual  definition  of 
the  word  strategy  will  be  so  encompassing  that  it  will  lose  its 
specific  meaning.  In  an  early  attempt  to  control  the  multitude 
of  definitions,  a  study  was  conducted  by  Schendel  and  Hofer  in 
1978  and  has  one  of  the  most  widely  accepted  results  in  this 
area.  This  study  was  based  on  different  definitions  and 
concepts  of  strategy  and  resulted  in  a  composite  definition. 

This  combined  definition  of  strategy  was  built  around  four 
components.  The  first  component  of  the  combined  definition  is 
scope.  Scope  was  defined  in  terms  of  product /market  matches  and 
geographic  territories .  The  second  component  was  resource 
deployments  and  distinctive  competences .  Next  was  the  component 
of  competitive  advantages.  The  final  component  for  the 
composite  definition  was  the  synergy  of  the  three  organizational 
levels:  (1)  corporate,  (2)  business,  and  (3)  functional 
(Schendel  &  Hofer,  1979) .  Though  seen  by  the  date  of  the 
Schendel  and  Hofer  study,  and  previously  referenced  strategy 
definition  dates,  the  definition  was  widely  interpreted,  and  as 
with  most  things,  the  definition  continues  to  change  as  the 


theory  of  strategy  evolves. 
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Strategy  Theory 

Strategy  Theory  is  a  diverse  multidisciplinary  academic 
field  with  competing  schools  of  thought  based  on  partly 
incommensurable  basic  assumptions,  including  disagreement  about 
what  strategy  theory  should  seek  to  explain  (Haugstad,  1999). 
Following  the  end  of  World  War  II,  top  executives  were  concerned 
with  the  general  direction  and  long-term  policy  of  their 
enterprises  (Mele  &  Guillen,  2006).  This  prompted  more  business 
schools  to  require  "corporate  policy"  within  their  business 
curriculum  and  encouraged  systematical  thinking  about  strategy 
and  the  theory  of  it.  Three  such  theories  of  strategy  are  the 
Classical  Approach,  Alternative  and  Resource  Based  Theory  (RBT) . 

The  Classical  Approach  first  emerged  in  the  academic  field 
in  the  early  sixties.  This  was  accomplished  through  the 
publication  of  three  books;  Strategy  and  Structure :  Chapters  in 
the  History  of  the  Industrial  Enterprise  by  A.  Chandler  Jr. 
(1962),  Business  Policy:  Text  and  Cases  by  E.P.  Learned,  C.R. 
Christensen  (1965),  K.R.  Andrews  and  W.D.  Guth  (1969),  and 
Corporate  Strategy  by  I.  Ansoff  (1965) .  The  first  two  books 
mentioned  and  their  respective  authors  are  credited  with  forming 
the  "design"  school  while  Ansoff  is  recognized  in  founding  the 
"planning"  school.  With  the  "position"  school  created  by  Porter 
in  1980,  these  three  schools  form  the  foundation  of  the 
classical  approach.  One  of  the  common  beliefs  these  schools 
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share  is  that  of  "a  positivistic  view  of  knowledge" .  Haugstad 
(1999)  describes  this  as;  the  CEO  is  recognized  as  having  sole 
responsibility  for  the  strategy  formation;  centralized  and 
planned  processes  produce  full-blown  and  explicit  strategies; 
and  a  notable  ignorance  of  the  complexity  inside  of 
organizations.  Some  differences  between  the  schools  are  best 
illustrated  in  their  process.  The  "design"  school  consists  of 
an  informal  process  that  is  centralized,  while  the  "planning" 
school  seeks  to  have  a  formal  process  within  the  organization. 
Since  their  inception,  the  impacts  of  these  three  schools  on 
businesses  have  been  immense. 

The  Alternative  Strategy  Theory  emphasizes  the  learning 
process,  and  is  in  contrast  to  that  of  the  classical  approach. 
Part  of  the  academic  community  said  that  the  formation  of 
strategy  is  a  result  of  an  expressed  need  in  an  expedient  manner 
or  even  just  simply  learned  over  time  and  slowly  pulled 
together.  This  approach  to  the  theory  of  strategy  puts 
importance  in  the  learning  and  understanding  of  the  organization 
and  recognizes  their  value  within  the  overall  strategy. 

Resource  Based  Theory  (RBT)  uses  resources  as  a  unit  of 
analysis.  RBT  defines  resources  as  both  tangible  and  intangible 
assets  that  a  firm  uses  to  choose  and  implement  in  its 
strategies.  RBT  strategy  is  based  on  a  firm's  theory  of  how  it 
is  going  to  gain  and  sustain  competitive  advantage,  which  is 
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done  through  the  business  creating  more  economic  value  than  that 
of  its  competitors.  The  primary  goal  of  this  theory  is  to 
efficiently  meet  the  customer's  needs,  which  is  done  through 
keeping  the  firm  standardized  and  globally  competitive. 

Currently  70%  of  published  articles  in  strategic  management 
journals  over  the  last  five  years  build  on  RBT  (Barney,  2005)  . 
What  is  Strategic  Management? 

Schendel  and  Hofer  (1979)  define  strategic  management  as  a 
process  that  deals  with  the  entrepreneurial  work  of  the 
organization,  with  organizational  renewal  and  growth,  and  more 
particularly,  with  developing  and  utilizing  the  strategy  which 
is  to  guide  the  organization's  operations.  According  to  Arthur 
Goldsmith  of  The  University  of  Massachusetts  at  Boston, 
strategic  management  is  meant  to  be  useful  for  managers  and 
tends  to  see  organizations  from  the  top  downward,  from  the 
manager's  point  of  view.  The  four  main  teachings  are: 

First,  look  to  the  future.  Know  what  markets  you  are  in  and 
want  to  be  in . 

Second,  pay  ongoing  attention  to  external  factors— 
technological,  economic,  political,  and  social— that  affects  the 
organization's  ability  to  get  where  it  wants  to  go. 

Third,  establish  and  keep  a  match  among  those  external 
factors  and  internal  organization  variables:  finances. 


employees,  special  skills,  and  so  on. 
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Fourth,  strategic  management  is  interactive.  It  is  not 
something  that  can  be  done  at  the  front  end  of  an  operation  and 
then  dropped;  it  entails  feedback  and  learning  (Goldsmith, 

1995) . 

The  basic  components  of  strategic  management  are  formulation  and 
implementation . 

Strategy  formulation  involves  conducting  various  types  of 
analysis,  to  include:  situation,  self-evaluation  and  competitor. 
Competitor  analysis  needs  to  be  done  both  internally  and 
externally  as  well  as  on  the  micro  and  macro-environmental 
levels.  Simultaneously  conducted  during  the  assessment,  the 
objectives  are  set.  The  objectives  include  mission  and  vision 
statements,  corporate  objectives,  strategic  business  objectives 
and  tactical  objectives.  The  results  of  the  objectives  and  the 
situation  analysis  assist  in  the  strategic  plan.  Strategic 
planning  details  how  to  achieve  the  objectives  and  is  discussed 
further  in  the  subsequent  section. 

Strategy  implementation  involves  the  proper  allocation  of 
resources,  to  include  financial,  personnel,  time  and  technology. 
The  proper  establishment  and  management  of  teams,  and  their 
respective  assignment  of  tasks,  is  imperative  to  the 
implementation  of  a  strategy.  The  management  of  the  process  is 
key  to  the  strategy's  implementation.  This  includes  monitoring 
results,  comparing  against  benchmarks  and  best  practices. 
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evaluating  the  efficacy  and  efficiency  of  the  process, 
controlling  for  variances,  and  making  adjustments  to  the  process 
as  necessary. 

Strategic  Planning 

Of  the  many  parts  of  strategic  management,  strategic 
planning  is  only  one.  The  strategic  plan  serves  as  the  hub  of 
strategic  management  around  which  all  other  management  plans  and 
control  systems  (budget,  information,  marketing,  compensation, 
and  organizational  structure) ,  are  developed,  integrated,  and 
supported  (Gray,  1986).  Gray  states  that  a  strategic  plan 
involves  the  allocation  of  resources  to  programmed  activities 
which  support  the  achievement  of  business  goals  in  a  dynamic  and 
competitive  environment.  Whereas,  Kropf  and  Greenberg  (1984) 
describe  it  as  the  process  of  making  and  implementing  decisions 
concerning  the  use  of  resources  to  achieve  an  organization's 
goals  and  to  fulfill  its  mission.  No  matter  the  definition 
given  for  strategic  planning,  there  is  a  reoccurring  theme- 
planning  is  future  oriented  (Crook,  1990) . 

Strategic  planning  is  critical  to  the  continued  success  of 
any  organization,  yet  fewer  than  half  of  the  executives  that 
responded  to  a  new  online  survey  conducted  by  The  McKinsey 
Quarterly  say  that  they  are  satisfied  with  their  company's 
approach  to  strategy  planning  (Dye,  2006).  This  survey  received 
796  responses  from  executives  of  international  organizations 
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that  had  revenues  of  at  least  $500  million.  The  main  issue  that 
respondents  voiced  is  "Who  makes  the  strategic  decision?"  Over 
half  of  the  responses  stated  that  a  small  group  of  senior 
managers  are  the  exclusive  decision  makers .  The  survey  also 
noted  executive's  dissatisfaction  with  the  failure  to  the  launch 
of  plans  and  that  of  plans  that  are  launched  but  not  monitored 
and/or  improved.  This  survey's  results  can  assist  businesses  in 
learning  from  other  organization's  mistakes,  and  the  information 
gained  from  these  issues  can  lend  itself  to  the  establishment  of 
a  firm  business  plan  from  the  start. 

Population-Based  Data 

The  purpose  for  the  population-based  data,  as  described  in 
the  U.S.  Public  Health  Service  Healthy  People  2000  report  (U.S. 
Department  of  Health  and  Human  Services,  1990)  and  by 
Manderscheid  and  Henderson  (1995),  is  to  allow  for  assessment  of 
the  overall  health  status  of  the  general  community  population, 
so  that  adequate  planning  for  services  of  persons  in  need  can  be 
accomplished  and  overall  system  performance  can  be  monitored. 
This  overall  health  status  assessment  is  an  integral  part  in 
determining  population  based  healthcare. 

Halpern  and  Boulter  (2000),  describe  population-based  care 
in  terms  of  panels  of  health  plan  members  or  patients  associated 
with  a  physician,  practice  or  delivery  system;  this  is  distinct 
from  the  public  health  perspective  of  population  being  all 
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residents  of  a  geographic  community  or  region.  In  the  present- 
day  environment,  physicians  are  responsible  for  panels  of 
patients  according  to  their  health  plan  affiliation.  Strategies 
and  tools  for  addressing  these  panels  in  their  entirety  include: 
an  epidemiologic  assessment  to  learn  about  the  group's  unique 
health  characteristics  and  behaviors;  risk  appraisals  to 
identify  common  issues  and  to  develop  individualized  plans; 
development  of  or  referral  to  broad  based  wellness,  health 
promotion  and  disease  prevention  programs  (e.g.,  exercise 
programs,  seat-belt  use);  reminder  calls  or  cards  to  subgroups 
regarding  their  appropriate  screenings  and  preventive  care 
measures  (e.g.,  reminders  to  increase  influenza  vaccinations  or 
mammography  rates);  and  targeted  measures  to  reach  individuals 
who  need  but  would  not  otherwise  present  for  care  (Halpern  and 
Boulter,  2000) . 

Civilian  Provider  Forecasting 

In  1933,  a  quantitative  explanation  of  the  physician 
workforce  titled,  "The  Fundamentals  of  Good  Medical  Care"  was 
released  by  a  government  established  entity  called  the  Committee 
on  the  Costs  of  Medical  Care  (CCMC) .  The  resulting  model  was 
the  basis  for  provider  planning  for  the  remainder  of  the  20*^^ 
century.  At  the  time  of  publication,  Olin  West  MD  was  the 
Secretary  of  the  American  Medical  Association  and  a  member  of 
the  CCMC.  Dr.  West  identified  the  outstanding  problem 
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confronting  medicine  as,  "The  delivery  of  adequate,  scientific 
medical  service  to  all  the  people."  This  statement  continues  to 
bear  relevance  today.  Seizing  upon  this  statement,  the  CCMC 
attempted  to  define  "adequate"  by  applying  the  principles  of 
science  (Cooper,  et  al . ,  2000).  Cooper  and  associates  go  on  to 
state  that  by  focusing  on  "adequate,"  it  limited  its  scope  to 
"the  essential  services,"  since  "medical  care  is  a  medical  and 
not  an  economic  concept"  (a  point  that  grossly  underestimated 
the  impact  that  the  economy  would  have  in  the  future) .  The  CCMC 
concluded: 

1.  In  the  aggregate,  good  medical  care  in  1929  required 
exactly  283,131  hours  of  physician  time.  Assuming  that 
each  physician  devoted  40  hours  per  week,  50  weeks  per 
year  to  these  tasks,  "less  than  the  present  heroic 
working  schedule,"  the  system  would  need  140.5 
physicians  per  100,000  of  population,  a  figure  that  was 
10  percent  greater  than  the  existing  supply. 

2.  That  18  percent  of  these  physicians  should  be 
specialists  in  one  of  the  10  specialties  then 
recognized. 

3.  A  warning  that,  if  the  reader  "expects  to  find  here  the 
finality  of  judgment  and  precision  of  detail,  he  is 
doomed  to  disappointment"  (Cooper,  et  al.,  2000) 

In  1976,  the  Secretary  of  the  Department  of  Health, 
Education  and  Welfare  founded  the  Graduate  Medical  Education 


National  Advisory  Committee  (GMENAC) .  Its  mandate  was  to  analyze 
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supply  and  specialty  distribution  of  the  physician  workforce  and 
suggest  approaches  to  ensure  an  appropriate  balance  (Jewett, 
2005) .  Using  the  model  foundation  used  by  the  CCMC,  GMENAC 
wanted  to  develop  a  model  to  further  determine  the  required 
number  of  providers  by  each  specialty.  Like  the  CCMC ' s  earlier 
model,  GMENAC ' s  was  based  on  "dissecting  the  intricacies  of  the 
pluralistic  health  care  system"  from  an  epidemiologic 
perspective  (Cooper,  et  al . ,  2000).  GMENAC's  recommendations 
were  then  to  be  used  as  a  basis  for  federal  policy  to  modify  and 
control  the  numbers  and  kinds  of  GME  training  positions  made 
available  through  federal  funding  (Jewett,  2005) .  The  study  was 
projected  through  the  year  2000,  and  at  the  time  of  its 
projection,  there  would  be  a  surplus  of  providers  by 
approximately  145,000.  Further  recommendation  based  on  GMENAC's 
forecast  included:  the  reduction  of  medical  school  class  sizes 
by  10%;  restriction  in  the  number  of  foreign  medical  school 
graduates  allowed  to  practice  in  the  United  States;  reorganizing 
potential  graduates  into  specialty  and  primary  care  shortages 
and  the  stabilization  of  non-physician  clinicians  at  present 
level  (Jewett,  2005) .  Assessments  were  to  be  conducted  at  the 
local  level  in  order  to  best  meet  the  intent  of  the  GMENAC 
findings.  Ultimately,  GMENAC's  reports  were  widely  criticized. 
Most  criticism  was  a  result  of  the  perceived  flaws  in  its 
mathematical  modeling  methods,  and  as  a  result,  neither  the 
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federal  government  nor  the  graduate  medical  education  community 
accepted  the  recommendations  (Snyder,  et  al . ,  2002). 

Cooper,  et  al .  (2002)  examined  the  economic  aspect  of 

medical  care.  Measured  adequacy  of  physician  supply  based  on 
growth  in  the  US  economy  (GDP)  was  conducted  and  analyzed  using 
trend  analysis  (Cooper,  et  al . ,  2002).  The  study  calculated 
non-physicians  at  a  reduced  weighted  value  for  physicians  and 
resulted  in  the  projection  of  a  shortage  in  specialty 
physicians.  These  results  refuted  previous  findings  of 
specialty  provider  surpluses.  Though  these  new  findings  were 
disputed  by  many  researchers  of  in  the  healthcare  field,  the 
methods  used  in  this  study  have  been  duplicated  by  others 
conducting  other  types  of  workforce  studies. 

Military  Provider  Forecasting 

The  Automated  Staffing  Assessment  Model  (ASAM)  is  used  by 
military  treatment  facilities  to  establish  the  proper  staffing 
for  its  hospital  based  off  the  projected  population  that  it  will 
need  care.  This  tool  was  in  support  of  goal  three,  MEDCOM 
Strategic  Plan,  of  the  Army  Surgeon  General's  balanced 
scorecard,  "Align  resources  with  population  requirements." 

Prior  to  the  inception  of  ASAM  in  1998,  the  use  of 
benchmarking  was  first  used  by  the  AMEDD  in  1993.  The 
benchmarking  methodology  replaced  the  "one  size  fits  all" 
mentality  of  the  Joint  Staffing  Standard  previously  used  by  the 
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Military  Health  System  (AMEDD,  1994).  Benchmarking  would  focus 
on  business  aspects  of  a  hospital  to  create  a  manpower  model  for 
the  facility  to  properly  staff  itself.  This  new  methodology  was 
a  direct  result  of  a  decrease  in  size  of  the  military  and  the 
funding  it  received. 

In  a  directive  by  the  Commanding  General  for  Army  Manpower, 
all  major  commands  were  required  to  create  workload  based  models 
in  accordance  with  AR  570-4  (Manpower  Management) ,  and  be 
validated  and  implemented  by  30  June  1998  (AMEDD,  1998) .  The 
workload  based  model  was  to  ensure  mission  accomplishment  in  the 
least  costly  form.  In  1998,  ASAM  was  fielded  to  AMEDD  MTF ' s  for 
use  in  projecting  future  staffing  requirements.  ASAM  focused  on 
all  aspects  and  variances  specific  to  the  MTF  and  its  mission. 
The  program  also  resolved  the  inflation  of  requirements  created 
by  benchmarking  and  closely  aligned  requirements  with  workload 
in  accordance  with  Department  of  Defense  Directives  (AMEDD, 

1998) .  This  workload  based  model  reflected  the  future 
requirements  with  the  minimum  amount  of  available  staffing  and 
is  highly  accurate  when  honest  workload  is  used.  ASAM  is  HQDA- 
certified  and  received  the  1998  Secretary  of  the  Army  Manpower 
and  Force  Management  Award  of  Excellence  for  development  and 
implementation  of  the  model. 

ASAM  I  and  ASAM  II  used  standards  and  formulas  that  were 


based  on  historical  workload.  Manpower  requirements  reflected 
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the  work  that  had  been  done  by  the  workforce  that  was  present, 
not  the  work  that  should  be  done  by  the  workforce  needed  to 
serve  the  patient  population  thus  resulting  in  MTF  commanders 
asking  for  a  model  based  on  projected  patient  population  (ASAM 
Brief,  2002)  .  This  resulted  in  ASAM  III. 

Through  ASAM  Ill's  basis  of  projected  population  and 
patient  acuity,  a  supportive  TDA  can  result.  This  new  basis  for 
ASAM  III  was  a  change  from  ASAM  II,  which  used  historical 
production  based  information  to  create  future  manpower 
requirements.  Population  data  is  gathered  from  the  Defense 
Eligibility  Enrollment  System  (DEERS)  and  the  Standard 
Ambulatory  Data  Record  (SADR) .  Figure  2  depicts  the  population 
model  formula  for  primary  care  and  Figure  3  depicts  the 
population  model  formula  for  specialty  care.  The  ASAM  is 
revised  annually  and  represents  the  projected  needs  of  two  years 
into  the  future.  The  main  issue  created  by  projections  being 
done  two  years  in  advance  is  the  lag  time  for  proper  future 
staffing  levels  to  increase  to  meet  current  demand.  When  sudden 
changes  to  populations  such  as  Base  Realignment  and  Closure  and 
Grow  the  Army  initiatives  are  made,  the  ASAM  model  is  not  always 
responsive.  ASAM  calculations  and  results  only  account  for  the 
need  of  a  certain  specialty  but  do  not  determine  whether  it  will 
be  filled  for  the  planned  year.  Any  new  specialties  not 
required  from  the  prior  year  are  subject  to  the  completion  of  a 
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business  case  analysis.  In  order  to  receive  these  newly 
required  services,  the  facility  must  conduct  a  business  case 
analysis  for  each  new  specialty  and  submit  them  to  their 
regional  medical  command  for  approval .  Provider  per  population 
ratios  for  FY06  can  be  seen  in  Figure  4  and  the  changes 
projected  in  FY13  can  be  reviewed  in  Figure  5. 

Situational  Analysis 

To  properly  conduct  situational  analysis  for  a  military 
hospital  such  as  lACH,  the  area's  healthcare  network  should  be 
assessed  as  well  as  a  similar  military  hospital  (facility  size, 
type  of  installation  and  beneficiary  population) .  Fort 
Stewart's  healthcare  support  system  will  be  used  as  an  external 
analysis  for  comparison  of  lACH's  services.  For  local 
competitive  analysis,  Manhattan  Surgical  Center  and  Mercy 
Regional  Health  Center  will  be  used  for  the  city  of  Manhattan 
and  Geary  Community  hospital  will  be  used  for  Junction  City. 

The  internal  analysis  will  be  based  on  current  services  provided 
as  of  the  end  of  Fiscal  Year  07. 

External  Analysis 

Fort  Stewart  is  located  next  to  Hinesville,  GA.  As  of  the 
2000  Census,  the  City  of  Hinesville  had  a  population  of  29,296 
and  a  county  population  of  58,925.  There  is  one  36  bed  hospital 
and  one  county  health  clinic  that  services  this  area.  The  next 


closest  healthcare  facility  for  Hinesville  and  Fort  Stewart  to 
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refer  care  to  is  40  miles  away  in  Savannah,  GA.  Savannah  has  a 
2000  Census  population  of  131,510  and  has  a  robust  medical 
support  system  for  its  community. 

Fort  Stewart  and  Hunter  Army  Airfield  are  the  home  of  the 
3'^'^  Infantry  Division  and  1®*^  Battalion,  75"^^  Ranger  Regiment,  and 
combine  to  be  the  Army's  Premier  Power  Projection  Platform  on 
the  Atlantic  Coast.  It  is  the  largest,  most  effective  and 
efficient  armor  training  base  east  of  the  Mississippi  River, 
covering  280,000  acres  including  parts  of  Liberty,  Long, 
Tattnall,  Evans  and  Bryan  counties  in  southeast  Georgia.  Hunter 
Army  Airfield  is  home  to  the  Army's  longest  runway  on  the  east 
coast  (11,375  feet)  and  the  Truscott  Air  Deployment  Terminal. 
Together  these  assets  are  capable  of  deploying  units  such  as  the 
heavy,  armored  forces  of  the  Infantry  Division  or  the  elite 
light  fighters  of  the  1®*^  Battalion,  75*^^  Ranger  Regiment  (Fort 
Stewart  website,  2007). 

Fort  Stewart,  Georgia  medical  support  structure  gathered  from 
winn . amedd . army .mil: 

Winn  Army  Community  Hospital  opened  in  1983,  replacing  the 
World  War  II  era  Fort  Stewart  Hospital  which  was  a  cluster  of 
70,  one-story  temporary  wood  buildings  interconnected  by  ramps 
and  corridors .  Constructed  in  the  latest  military  design  of  that 
time,  the  original  building  cost  $43  million  and  was  furnished 
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with  $12  million  of  equipment.  The  four-story  facility  was  named 
for  Brigadier  General  Dean  F.  Winn,  a  U.S.  Army  Medical  Corps' 
Orthopedic  surgeon  whose  career  spanned  the  years  from  1914  to 
1948.  BG  Winn  commanded  four  Army  hospitals  during  his 
distinctive  career. 


Services : 


Behavioral  Medicine 

•  Army  Substance  Abuse 
Program 

•  Behavioral  Health  Clinic 

•  Social  Work  Services 
Emergency  Medicine 
Nutrition  Care 
Pathology 

Pharmacy 

Preventive  Medicine 
Primary  Care 

•  Dermatology 

•  Educational  and 
Developmental 
Intervention  Services 

•  Family  Practice 

•  Internal  Medicine 

•  Pediatrics 
Radiology 


Surgery 

•  Eyes,  Ears,  Nose  and 
Throat  Clinic 

•  General  Surgery  & 

Urology 

•  Occupational  Therapy 

•  Ophthalmology 

•  Optometry 

•  Orthopedics  &  Podiatry 

•  Physical  Therapy 
Women's  Health 

•  Obstetric  and  Gynecology 
Service 

•  Midwifery/  Nurse 
Practitioner  Service 

•  Clinical  Support  Service 

•  Pregnancy  Acute  Care 
Clinic 

•  Pregnancy  Care  and 
Education 

•  Gynecological  Care  and 
Education 


Tuttle  Army  Health  Clinic 

Services  the  Hunter  Army  Airfield  area  and  is  40.5  miles  from 
Winn  Army  Community  Hospital. 

Services : 


Primary  Care 


Optometry 
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Behavioral  Medicine 
Immunization  Clinic 
Pediatrics 
Physical  Exam 
Pharmacy 

Physical  Therapy 


Visiting  OB/GYN 

Hearing  Conservation 

Laboratory 

Radiology 

Dental  Clinic  #  3 


Lloyd  C.  Hawks  Troop  Medical  Clinic 


Services  3'^'^  Infantry  Division  and  is  two  miles  from  Winn  Army 
Community  Hospital. 


Services : 

Primary  Care 
Physical  Exams 
Chiropractic  Clinic 
Optometry 


Radiology 
Laboratory 
Pharmacy 
Medical  Records 


Service  Area  Competitive  Analysis 

TriWest  is  the  Managed  Care  Support  Contract  (MCSC) 
provider  for  Fort  Riley,  Kansas.  TriWest  works  with  local 
healthcare  resources  on  behalf  of  Irwin  Army  Community  Hospital 
to  assist  in  expanding  primary  and  specialty  care  resources 
available  to  eligible  beneficiaries.  Currently,  there  is  a  59% 
overall  provider  participation  within  the  Prime  Service  Area 
(PSA) .  The  composition  of  the  provider  participation  is  as 
follows:  67  Primary  Care  Managers  (7  in  Manhattan  and  13  in 
Junction  City),  264  Specialists,  62  Behavioral  Health,  17 
Ancillary  Services  and  16  Institutions.  The  PSA  is  confined  in 
a  forty  mile  radius  of  Fort  Riley  known  as  a  catchment  area  (see 
Figure  6) .  The  most  referenced  reasons  given  to  TriWest  for  not 
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participating  in  the  TRICARE  network  is  that  practices  are  at 
full  capacity  and  TRICARE  reimbursement  rates  are  inadequate. 

As  shown  in  Table  3 ,  a  breakdown  of  network  provider 
participation  and  local  enrolled  beneficiary  populations  within 
the  PSA  can  be  seen.  This  low  participation  coupled  with  the 
lack  of  services  provided  within  the  PSA,  forces  beneficiaries 
to  travel  greater  distances  to  receive  necessary  care  and  wait 
longer  periods  of  time  to  be  seen.  Table  4  shows  the  distances 
and  average  length  of  time  to  get  network  specialty  care. 

Local  network  participation  by  Primary  Care  providers  seems  to 
increase  the  further  and  more  rural  they  are  away  from  the  more 
densely  populated  areas  in  which  our  enrol lees  live.  This 
comparison  can  be  seen  in  Figure  7 . 

Manhattan  Surgical  Center 

Manhattan  Surgical  Center  is  located  in  Manhattan,  Kansas, 
and  is  licensed  by  the  Kansas  Department  of  Health  and 
Environment.  It  treats  over  4,900  patients  annually  and  has  4 
operating  rooms,  2  endoscopy  suites,  2  recovery  areas  and  7 
inpatient  rooms .  Ninety  percent  of  patients  are  discharged  from 
the  facility  within  24  hours.  Manhattan  Surgical  Center  is 
locally  owned,  governed  and  managed.  There  are  over  35 
physicians  and  anesthesia  providers  who  use  the  facility  on  a 
regular  basis  (Manhattan  Surgical  Center,  2007). 
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Services : 

General  Surgery 

Breast  Biopsy 
Lymph  Node  Excision 
(Superficial ) 

Herniorrhaphy,  Inguinal  or 
Umbilical 
Hemorrhoidectomy 
Mastectomy 
Gallbladder  Removal 
Thyroid  Removal 
Peripheral  Vascular  Surgery 
Exploratory  Laparotomy 

Ear,  Nose  and  Throat 

Tonsillectomy  and 
Adenoidectomy 
Tympanostomies  (Tubes  in 
Ears ) 

Closed  Reduction  Nasal 
Fracture 

Nasal  Septal  Reconstruction 
Rhinoplasty 

Gastroenterology 

E.G.D. 

Colonoscopy 
Balloon  Dilitation 
Liver  Biopsy 
Feeding  Tube  Placement 
Flexible  Sigmoidoscopy 
Paracentesis 

Gynecology 

D&C 

Laparoscopy  (Diagnostic) 
Laparoscopic  Tubal  Ligation 
LEEP  Procedure 
Vaginal  Hysterectomy 
Abdominal  Hysterectomy 
Bladder  and  Uterus  Suspension 


Oral  Surgery 

Teeth  Extraction 
Periodontal  Surgery 

Orthopedic  Surgery 

Arthroscopy  (Shoulder,  Wrist, 
Hip,  Knee  and  Ankle) 

Carpal  Tunnel  Release 
Tendon  Repair 
Removal  of  Hardware 
ACL  Reconstruction 
Discectomy  (Lumbar) 

Partial  Knee  Replacement 
Total  Hip  Replacement 
Laminectomy  (lumbar) 

Treatment  of  Extremity 
Fractures 

Foot  and  Ankle  Surgery 

Plastic  Surgery 

Blepharoplas ty  (Eyelid 
Wrinkles ) 

Liposuction  (Body  Sculpting) 

Face  LiFort 

Otoplasty 

Augmentation  Mammoplasty 
Skin  GraFort 

Podiatry  (Foot  Surgery) 

Urology 

Cystoscopy 
Urethral  Dilitation 
Vasectomy 
Biopsies 
Vasovasotomy 
Lithotripsy 
Prostate  Surgery 
Bladder  Surgery 

Pain  Management 

Epidural  Steroid  Injections 
Peripheral  Nerve  Blocks 
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Mercy  Regional  Health  Center 

Mercy  Regional  Health  Center  is  an  acute  care  facility 
licensed  to  operate  150  beds  in  two  facilities.  This  private, 
not-for-profit  organization  was  created  to  reflect  the  combined 
healthcare  strengths  of  St.  Mary's  and  Memorial  Hospital  in 
1996.  Mercy  is  committed  to  meeting  our  community's  healthcare 
needs  through  a  quality,  compassionate,  modernized  healthcare 
delivery  system  which  includes  more  than  100  physicians  and  over 
700  employees  serving  the  people  of  Manhattan  and  the 
surrounding  areas  with  a  wide  range  of  quality  health  and 
wellness  services  (Mercy  Regional  Health  Center,  2008) .  Mercy  is 
partners  with  the  Riley  County  Emergency  Medical  System,  Wamego 
City  Hospital  and  Via  Christi  Health  System.  Via  Christi  is 
Kansas'  largest  health  system  and  their  focus  ranges  from  Acute 
and  Outpatient  Care  to  Senior  Care  and  even  Insurance.  By  Mercy 
being  a  part  of  Via  Christi  Health  System,  there  is  a  financial 
advantage  that  is  created  over  that  of  community  hospitals. 

This  financial  advantage  stems  from  the  ability  of  Via  Christi 
to  be  able  to  re-appropriate  capital  from  other  parts  of  their 
health  system  to  support  the  financial  requirements  within  other 
areas  without  having  to  request  funding  from  the  community  like 
in  a  community  hospital .  This  enables  Mercy  to  react  to  the 
needs  of  the  community  and  the  health  system's  strategic  plan  at 


a  more  expedited  pace. 
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It  is  that  quality  of  life  that  retains  and  attracts 
citizens  to  the  beautiful  Flint  Hills.  Quality  of  life  is  the 
perception  of  home.  As  with  most  people,  continually  improving 
and  making  home  the  very  best  quality  and  the  most  comfortable 
is  exactly  what  Mercy  Regional  Health  Center's  expansion  efforts 
are  about  (Mercy  Regional  Health  Center,  2008). 

Mission : 

To  promote  community  health  by  providing  quality,  compassionate 
health  care  services  that  embrace  our  values  (Mercy  Regional 
Health  Center,  2008)  . 

Vision: 

Mercy  Regional  Health  Center  will  be  the  provider  of  choice  for 
health  care  services  in  the  region  by:  Expanding  our  service 
capabilities,  fulfilling  our  role  as  a  community  citizen, 
achieving  a  high  level  of  integration  with  our  physicians, 
outlying  communities,  and  Via  Christi.  Our  vision  will  be 
achieved  in  keeping  with  our  core  values  of:  Quality,  Human 
Dignity,  and  Community  (Mercy  Regional  Health  Center,  2008)  . 
Services : 


Behavioral  Health 
Birth  and  Women's  Center 
Cardiopulmonary  Services 
Case  Management 
Critical  Care  Unit 
Diabetes  Center 
Emergency  Department 
Fitness  Center 
Home  Medical  Services 


Hospital  Support 
Joint  Care  Center 
Nutrition  Clinic 
Occupational  Health 
Pain  Management 
Pediatrics 
Pharmacy 
Radiology 
Rehabilitation 
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Sleep  Disorder  Services 
Surgical  Services 


Support  Groups 
Weight  Management 


Geary  Communi ty  Hospi tal 

Geary  Community  Hospital  is  a  92-bed,  not-for-profit 
hospital  that  offers  outstanding  care  to  patients  while 
providing  an  enjoyable  work  environment  for  all  employees.  With 
a  105,000  square  foot  expansion  underway,  the  hospital  will  soon 
house  a  new  Intensive  Care  Unit,  Medical/Surgical  Unit,  Surgical 
Center,  and  a  newly  remodeled  Radiology  Department.  With  a 
mission  to  provide  accessible,  professional,  cost-effective 
primary  and  secondary  healthcare  to  Geary  County  and  surrounding 
communities,  Geary  Community  Hospital  uses  state-of-the-art 
techniques  to  ensure  each  patient  receives  the  care  they  deserve 
(Geary  Community  Hospital,  2008) . 

Mission: 

To  provide  accessible,  professional,  cost-effective  primary  and 
secondary  health  care  to  Geary  County  and  other  communities 
(Geary  Community  Hospital,  2008) . 

Motto : 

Progressive  Healthcare.  Hometown  Compassion  (Geary  Community 
Hospital,  2008 ) . 

Vision: 

To  become  a  regional  medical  center  by  providing  exceptional 


care  and  services  to  100%  of  the  market  (Geary  Community 
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Hospital ,  2008 ) . 


Inpatient  Services 

Inpatient  Rehabilitation 
Intensive  Care  Unit 
Medical /Surgical 
Senior  Health  Center 
Women's  Health  Center 

Outpatient  Services 

Cardiopulmonary- 
Emergency  Department 
Home  Health 

Home  Medical  Equipment 
Hospice 

Surgical  Weight  Loss 
Occupational  Health  Services 
Outpatient  Rehabilitation  & 
Fitness 
Radiology 

Surgical  Services 

Anesthesia 
Operating  and  PACU 
Surgery  Center 

Outpatient  Clinics 

Audiology  Clinic 


Cardiology  Clinic 
Dermatology  Clinic 
Dialysis  (Full-time  kidney 
dialysis ) 

Ear,  Nose,  and  Throat  (Both 
surgery  and  clinic) 

Konza  Oral  and  Maxillofacial 
Surgery  (Both  surgery  and 
clinic) 

Konza  Prairie  Community 
Health  Center 
Neurology  Clinic 
Oncology  (Chemotherapy 
treatments  only) 

Orthopaedic  Surgery  and 
Sports  Medicine  (Both  surgery 
and  clinic) 

Ophthalmology  (Both  surgery 
and  clinic) 

Pediatric  Cardiology 
Podiatry  (Both  surgery  and 
dine) 

Urology  (Both  surgery  and 
clinic ) 

Wound  Care 


Internal  Environment 


Fort  Riley  was  officially  established  in  1853  by  War 
Department  General  Order  No.  17,  dated  June  27,  1853, 
proclaiming  Fort  Riley  as  a  permanent  post.  Fort  Riley,  as  an 
Installation  of  Excellence,  works  in  close  partnership  with 
local,  regional  and  state  communities  to  provide  trained  and 
ready  forces  to  meet  Joint  Force  requirements  across  the  full 
spectrum  of  current  and  future  operations;  transforms  and 
manages  unit  readiness  as  directed  by  the  Army  Campaign  Plan; 
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executes  unit  re-stationing  as  directed  by  FORSCOM;  executes 
garrison  operations  as  directed  by  Installation  Management 
Command,  and  conducts  homeland  defense  operations  and  supports 
civil  authorities  (Fort  Riley,  2007) 

Fort  Riley,  Kansas  medical  support  structure. 

Irwin  Army  Communi ty  Hospi tal 

Construction  of  the  new  250  bed  post  hospital  began  on  July 
19,  1955,  and  was  completed  in  1958  at  a  cost  of  $6  million.  A 
later  expansion  of  the  hospital  was  completed  in  1978  at  a  cost 
of  $21,108  million.  Currently,  17  of  the  23  outpatient  clinics 


at  lACH  are  housed  in  the  outpatient  wing  (Irwin  Army  Community 
Hospital ,  2007 ) . 

Scope  of  Services  (FR  MEDDAC  Memorandum  No.  40-132,  07  February 
2007) : 


Allergy/ Inununization  Clinics 
Department  of  Nursing 
Ambulatory  Surgery  Center 
Anesthesia  and  Operative  Service 
Army  Substance  Abuse  Program 
Audiology 
Brace  Shop 

Case  Management /Discharge 
Planning 

Consolidated  Troop  Medical 

Clinic 

Dermatology 

Emergency  Medicine  Service 
General  Surgery  Service 
Department  of  Ministry  & 

Pastoral  Care 
Nutrition  Care 

Obstetrics  &  Gynecology  Service 

Occupational  Therapy 

Ophthalmology 

Optometry  Clinic 

Oral  and  Maxillofacial  Surgery 


Service 

Orthopedic  services 
Otolaryngology  -  Head/Neck 
Service 

Department  of  Pathology 
Department  Laboratory  Services 
CTMC  Ancillary  Support  Services 
Perioperative  Services 
Pharmacy 

Physical  Therapy  Clinic 
Podiatry  Clinic 
Post-Anesthesia  Care  Unit 
Preventive  Medicine  Service 
Primary  Care  Teams  #1,  2,  and  3 
Department  of  Radiology 
Respiratory  Therapy 
Social  Work  Services 
Special  Care  Unit  (SCU) 

Ward  2B 

Well  Baby  Clinic 
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A  comparative  chart  of  the  relevant  services  provided  by- 
Irwin  Army  Community  Hospital  and  those  of  other  healthcare 
facilities  within  the  catchment  area  can  be  seen  in  Table  5. 

The  majority  of  the  common  services  provided  by  all  are  primary 
care  services,  general  surgical  services  and  the  associated 
clinical  services  needed  to  conduct  them.  Since  Manhattan 
Surgical  provides  specific  and  limited  surgical  services,  it 
will  no  longer  be  discussed  in  this  comparison.  The  remaining 
two  facilities,  Geary  Community  Hospital  and  Mercy  Regional 
Hospital,  have  a  propensity  to  offer  services  that  Irwin  Army 
Community  Hospital  does  not.  These  services  include,  but  are 
not  limited  to:  Cardiopulmonary,  Surgical  Weight  Loss,  Sleep 
Disorder  Services,  Intensive  Care  Services,  Neurology  and 
Urology.  A  hasty  analysis  of  this  chart  could  lead  one  to 
believe  that  between  all  three  facilities  there  would  be  enough 
services  provided  to  take  care  of  any  beneficiary's  medical 
need.  This  assumption  does  not  take  into  account  that  local 
civilian  facilities  were  built  to  provide  for  their  respective 
populations  and  not  that  of  the  rapidly  increasing  number  of 
active  duty  personnel  and  their  respective  families  on  Fort 
Riley.  This  continually  increasing  population  of  Fort  Riley  has 
not  only  exceeded  the  capacity  of  services  provided  by  Irwin 
Army  Community  Hospital  but  that  of  the  local  network  as  well. 
This  creation  of  a  saturated  healthcare  market  has  required  all 
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facilities  to  address  and  expand  their  physical  structures  and 
services  provided. 

Existing  Strategies 

Directional  Strategies 

Servi ces 

Services  currently  provided  can  be  seen  in  Table  5 .  Though 
currently  over-enrolled  by  approximately  6000  beneficiaries, 
efficiency  in  provider  productivity  assists  in  meeting  demand. 
Irwin  Army  Community  Hospital  services  have  been  and  currently 
remain  affected  by  the  deployment  of  providers  and  key  personnel 
in  support  of  the  Global  War  on  Terrorism.  On  average,  30  lACH 
staff  members  are  deployed  during  the  year.  Back  fill  of  our 
deployed  members  is  conducted  by  the  Reserve  component  at  a 
replacement  standard  of  50%.  Due  to  Reservist  deployments,  the 
hospital  average  has  only  been  a  13%  backfill  rate.  The 
services  most  affected  by  deployment  are:  Nursing,  Dermatology, 
Primary  Care,  Surgery  and  the  Emergency  Department.  Initiatives 
such  as  Tele-Derm,  hiring  a  part-time  Allergist  and  the  hiring 
of  a  contract  provider  have  been  undertaken  to  help  offset  these 
loses,  but  limited  availability  due  to  the  rural  geographic 
location  has  hindered  overall  effectiveness. 

Facility 

Irwin  Army  Community  Hospital  has  been  under  constant 


renovations  and  expansion  projects  since  2006  and  will  continue 
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through  2013.  These  projects  will  help  bridge  the  facilities 
gap  until  a  projected  approval  of  funds  for  a  new  facility  by 
2013.  In  2006,  the  preparation  for  hospital  renovations  was 
initiated  by  the  procurement  of  seven  modular  buildings  for 
administrative  services  within  the  main  facility  to  occupy. 

This  in  turn,  allowed  clinical  services  to  be  relocated  in  the 
formerly  occupied  administrative  areas  during  clinic 
renovations.  The  first  of  the  clinics  to  be  renovated  were  the 
primary  care  clinics  in  2006.  This  was  done  systematically  to 
allow  primary  care  services  to  continue  their  operations  while 
minimizing  the  inconvenience  to  the  beneficiary. 

In  2007,  funding  was  recommended  for  multiple  new  projects. 
A  54,899  square  foot  Soldier  &  Family  Care  Clinic  was  approved 
to  accommodate  an  additional  21,517  enrollees.  The  projected 
start  date  for  this  new  facility  is  2009.  Several  other 
renovation  projects  were  approved  in  2007  and  include:  final 
phase  of  roof  repair,  second  floor  renewal  (OR,  Med-Surg,  SCU 
and  ACU)  Outpatient  pharmacy  in  new  AAFES  shopping  center  and  an 
additional  parking  lot.  Between  2008  and  2013,  continual 
improvements  to  the  existing  facility  will  occur  in  order  to 
maintain  up  to  date  compliance  of  standards  and  expand  the 
existing  structure  to  support  current  and  new  services.  The 
estimated  total  for  all  projects,  to  include  a  new  hospital,  is 
projected  to  be  $553  million.  Facility  data  was  gathered  from  a 
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November  2007  Space  Utilization  Plan  brief  given  by  Jon  Cranmer, 
lACH's  Facility  Manager,  and  a  February  2008  lACH 
Recapitalization  Plan  brief  given  by  the  US  Army  Health  Facility 
Planning  Agency  to  Brigadier  General  Gilman,  GPRMC  Commander. 

Referral  Recapturing 

To  come  up  with  a  true  picture  of  Irwin  Army  Community 
Hospital's  purchased  care  (PC)  costs  for  the  current  population, 
data  was  pulled  in  FY  07  using  the  M2  data  system,  for  patients 
enrolled  to  lACH  or  subordinate  clinics  (enrollment  parent  DMIS 
0057).  This  data  created  a  starting  point  to  identify  potential 
costs  that  could  be  captured  through  expansion  of  or  initiation 
of  services  provided  by  lACH. 

When  looking  at  purchased  care  data,  some  reporting  systems 
such  as  the  Command  Management  System  (CMS) ,  commonly  look  at 
catchment  area  care  only.  Given  the  population's  medically 
underserved  area  and  lACH's  reliance  on  major  medical  centers 
outside  of  the  catchment  area  for  specialty  care,  data  was 
pulled  for  inputs  that  used  the  60000  series  provider  zip  codes. 
These  zip  codes  include  the  catchment  area  as  well  as  care  in 
Kansas  City,  Topeka,  Salina  and  Wichita  and  other  metropolitan 
areas.  Data  for  this  assessment  can  be  reviewed  in  Tables  6  and 
7  . 

Inpatient  data  was  pulled  by  Major  Diagnostic  Category { ies ) 
(MDC) .  M2  does  not  allow  data  to  be  pulled  by  provider 
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specialty  code  for  inpatient  care.  MDC  includes  major 
diagnostic  groupings  and  includes  all  billed  care  associated 
with  the  MDC.  For  example,  MDC  6,  Diseases  of  the  Digestive 
System,  includes  internal  medicine,  gastroenterology  or  surgical 
costs  as  well  as  other  associated  costs  such  as  anesthesia, 
radiology,  lab  and  facility  charges.  Many  times  these 
associated  costs  are  overlooked  when  data  is  pulled  by  a 
specific  provider  for  cost  recapture  purposes.  Inpatient 
purchased  care  costs,  for  the  data  collection  period  of  FY07  are 
$7.22  million.  Referred  inpatient  services  with  highest  cost  to 
Irwin  Army  Community  Hospital  have  been  historically  consistent. 
These  services  are:  Mental  Health,  Respiratory,  Pregnancy  and 
Child,  and  Musculoskeletal. 

Outpatient  data  was  pulled  by  MDC  as  well  as  provider 
specialty  code.  Outpatient  care  by  MDC  will  allow  the  user  to 
see  the  provider  specialty  codes  bundled  into  an  MDC.  For 
example,  general  practice,  provider  specialty  code  1,  has 
charges  against  virtually  all  MDC  codes.  There  are  also 
anesthesia  and  facility  charges  against  most  MDCs .  This  data 
also  points  out  the  need  to  look  at  all  outpatient  purchased 
care  charges,  when  looking  at  recapture,  instead  of  only  looking 
at  a  specific  provider  specialty  code.  For  example,  outpatient 
MDC  11,  Kidney  and  Urinary  Tract,  includes  charges  for  urology, 
lab,  radiology,  anesthesia,  and  facility  charges.  All  of  these 


lACH  STRATEGIC  PLAN  45 


should  be  considered  if  one  is  considering  recapturing  urology- 
workload.  Outpatient  costs  for  the  data  collection  period  of 
FY07  are  $17.3  million.  Referred  outpatient  services  also 
demonstrate  historical  consistency.  The  highest  referred 
outpatient  services  are:  Primary  Care,  Emergency  Room,  Mental 
Health,  Orthopedics  and  Optometry. 

Potential  Strategies 

Threats  Opportunities  Weaknesses  Strengths  (TOWS) 

The  threats  that  currently  face  Irwin  Army  Community 
Hospital  are  those  from  a  continually  increasing  population  that 
cannot  be  adequately  supported  within.  These  threats  are  caused 
by  several  variables  and  the  first  being  that  of  lACH's  current 
support  structure.  As  stated  before,  the  ASAM  is  built  two 
years  prior  to  implementation,  thus  creating  an  improper  balance 
in  provider  to  population  ratios  due  to  frequent  changes  to  Fort 
Riley's  population  due  to  the  Department  of  the  Army  directives. 
Another  threat  is  the  utilization  rate  of  services  provided  to 
members  of  the  Warriors  in  Transition  Unit.  This  not  previously 
forecasted  and  unpredictable  population  size  is  in  addition  to 
the  previously  established  forecasted  numbers  and  combined  with 
their  increased  utilization  rate  and  enhanced  access  to  care 
standards,  creates  a  higher  demand  than  available  capacity. 

This  overall  increase  in  demand  by  enrollees  causes  an  increased 
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need  to  send  workload  to  the  local  network.  Another  not 
previously  forecasted  population  is  those  Soldiers  assigned  here 
on  a  temporary  basis  for  training,  mobilization  and 
demobilization  in  support  of  Military  Transition  Teams  (MiTT) . 
This  population  fluctuates  from  500  to  over  1200  Soldiers  at  any 
given  time  during  the  year  and  must  be  treated  from  within  the 
limited  capacity  that  is  at  lACH.  The  local  healthcare  support 
is  the  remaining  threat  to  Irwin  Army  Community  Hospital.  With 
an  already  limited  support  structure  surrounding  Fort  Riley, 
many  of  the  participating  network  services  have  reached 
capacity.  The  threat  of  network  saturation  forces  military 
beneficiaries  to  travel  greater  distances,  sometimes  up  to  two 
hours,  to  receive  treatment. 

Irwin  Army  Community  Hospital  has  a  myriad  of  opportunities 
it  can  pursue.  The  majority  of  them  hinge  on  the  expansion  of 
current  services  provided  and  the  introduction  of  new  services . 
Service  expansion  and  introduction  encompass  both  inpatient  and 
outpatient  areas.  Additional  opportunities  position  themselves 
with  partnerships  with  local  facilities  and  the  cooperation  of 
the  MCSC  to  increase  the  reimbursement  rates  for  services . 

A  weakness  faced  by  lACH  is  the  length  of  time  to  affect 
change  due  to  it  being  a  federal  facility.  This  not  only 
affects  the  support  structure  of  the  hospital,  but  the  funding 
for  projects  as  well.  Dependant  upon  the  cost  of  the  endeavor. 
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approval  for  funding  can  sometimes  require  Congressional 
approval.  The  total  time  for  implementation  of  initiatives  is 
also  a  function  of  the  level  at  which  it  must  be  approved  and 
directly  affects  the  population  support. 

The  strengths  of  Irwin  Army  Community  Hospital  are  unique 
to  the  work  of  the  staff.  The  staff  of  lACH  are  very  adaptive 
and  supportive.  These  characteristics  create  a  proactive  and 
productive  healthcare  environment.  lACH  proactively  looks  ahead 
and  assesses  the  future  environment  to  initiate  timely 
modifications  of  implementations  to  the  MTF .  This  is  achieved 
through  the  participation  and  input  of  all  departments  of  the 
hospital  so  that  the  pitfall  of  planning  in  a  vacuum  does  not 
occur.  This  proactive  nature  has  enhanced  the  productivity 
levels  as  well.  Constant  monitoring  of  provider  productivity 
has  increased  the  quantity  of  services  that  are  available  to  our 
enrollees.  This  has  not  only  increased  appointments  available 
but  also  productivity  reimbursement  to  the  facility  through  the 


Performance  Based  Assessment  Model  (PBAM) . 
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Adaptive  Strategies 

To  meet  the  demand  created  by  the  current  and  future 
population,  and  to  account  for  the  lack  of  services  provided  or 
limited  participation  within  the  local  network,  the  expansion  of 
services  provided  by  Irwin  Army  Community  Hospital  is  vital. 

Not  only  will  the  expansion  assist  in  servicing  the  population 
but  it  will  also  assist  in  recapturing  purchased  care 
expenditures  for  outpatient  and  inpatient  services.  There  are 
intangible  benefits  directly  related  to  the  increasing  of 
services  to  the  community.  By  ensuring  that  there  is  an 
increased  amount  of  access  to  various  services,  customer 
satisfaction  will  increase  and  an  improved  quality  of  care 
perception  will  also  result. 

The  largest  internal  outpatient  service  that  needs  to  be 
addressed  is  that  of  primary  care.  Primary  Care  consists  of 
Family  Practice,  Internal  Medicine  and  Pediatric  providers. 
Primary  Care  providers  are  the  gatekeepers  to  specialty 
providers  and  their  services  within  the  hospital.  Through  a 
patient's  initial  assessment,  subsequent  causes  for  illness  can 
be  identified  for  continued  investigation  and  treatment.  As 
shown  in  Figure  4,  the  FY  06  supported  population  dictated  a 
need  for  approximately  25  Primary  Care  providers.  With  the 
impending  forecasted  population  of  approximately  56K  in  FY  13, 
seen  in  Figure  5,  an  increase  of  Primary  Care  providers  to  at 
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least  46  is  required.  This  increased  gap  of  21  providers  can 
be  obtained  through  several  ways.  Historically,  filling  of 
these  positions  with  military  providers  has  not  been  the  best 
option  due  to  the  chronic  under  strength  of  military  providers 
in  MEDCOM  and  line  units  across  the  Army.  This  requires  filling 
these  positions  through  Government  Service  (GS)  or  contract 
hiring.  The  majority  of  GS  hiring  is  done  locally,  but  in  some 
circumstances  achieved  by  the  relocation  of  providers  from  other 
geographic  locations.  Additional  GS  hiring  can  be  accomplished 
after  a  contract  provider  locates  to  the  facility  and  then 
elects  employment  as  a  GS  employee.  At  lACH,  contract  hiring  is 
generally  worked  through  TriWest.  Filling  of  contract  providers 
is  also  hindered  by  the  rural  location  of  the  MTF .  The  network 
provider  support  created  by  TriWest  is  a  viable  option  to 
pursue.  As  seen  in  Figure  7,  the  majority  of  the  network 
Primary  Care  providers  are  not  located  within  a  20  minute  drive 
from  Fort  Riley.  This  lends  itself  to  ask  the  question,  "Why 
are  providers  located  further  away  from  Fort  Riley  so  willing  to 
be  in  the  network  pool?"  The  answer  could  simply  be  that  they 
do  not  have  sufficient  workload  and  are  willing  to  be  network 
providers  in  order  to  increase  their  empanelment .  If  this  holds 
true,  contacting  these  providers  and  negotiating  for  part-time 
services  at  Irwin  Army  Community  Hospital  is  a  viable  option. 

In  order  to  meet  the  impending  population  of  the  upcoming  years. 
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continual  forecasting  and  requests  to  over-hire  more  than  what 
is  currently  authorized  will  be  the  only  means  to  set  up  the 
proper  structure  for  the  next  years. 

Next  is  the  enhancement  of  Irwin  Army  Community  Hospital's 
outpatient  and  establishment  of  inpatient  mental  health 
services.  Current  purchased  care  for  outpatient  mental  health 
services  is  almost  $900K.  This  is  attributed  to  the  limited 
services  available  to  active  duty  members,  a  rise  in  mental 
health  demand  due  to  the  Global  War  on  Terrorism  and  the  lack  of 
services  available  to  family  members.  The  need  to  establish  a 
robust  behavioral  health  center  is  required  in  order  to  meet  the 
high  demand  and  to  recapture  purchased  care  costs.  Through 
assessment  of  the  facility  renovation  and  building  improvement 
plans,  the  best  timeframe  to  establish  such  a  clinic  is  upon 
completion  and  occupation  of  services  in  the  administrative 
building . 

Also,  contingent  upon  the  renovations  of  lACH  is  the 
development  of  inpatient  mental  heath  services.  In  FY  07,  over 
$1  million  was  spent  receiving  this  care  from  other  facilities. 
The  original  design  of  Irwin  Army  Community  Hospital  established 
an  inpatient  mental  health  ward,  but  it  is  no  longer  in  service. 
Current  driving  distances  to  receive  these  services  add  to  the 
need  to  develop  the  service  in  house.  Inpatient  Mental  Health 
facilities  utilized  by  lACH  (Map  and  Distance)  can  be  seen  in 
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Figure  8.  An  additional  need  to  develop  an  inpatient  mental 
health  service  is  largely  supported  by  the  reimbursement  rates 
offered  to  supporting  facilities.  Not  all  inpatient  cases  are 
completed  in  the  Length  of  Stay  (LOS)  times  prescribed  by  their 
presented  conditions .  The  lower  reimbursement  rates  could  cause 
supportive  facilities  to  retract  their  care  and  ultimately 
provide  support  for  the  creation  of  an  MTF  inpatient  service. 

The  overall  timeline  to  establish  this  service  is  dependant  on 
development  and  approval  of  a  business  case  analysis  of  an 
inpatient  mental  health  ward  along  with  needed  renovations  of 
the  facility.  If  this  service  does  not  see  fruition  in  the 
current  facility,  the  requirement  of  need  will  be  established 
and  taken  under  advisement  in  the  design  of  the  future  hospital. 

Additional  inpatient  services  that  can  be  expanded  are  the 
services  provided  for  Pregnancy  and  Childbirth  and  surgical 
services .  The  purchased  care  that  can  be  recaptured  through  the 
expansion  of  Pregnancy  and  Childbirth  services  for  both 
inpatient  and  outpatient  services  is  in  excess  of  $1.4  million. 
This  can  be  done  through  increasing  the  available  Labor, 
Delivery,  Recovery,  Post-Partum  (LDRP)  birthing  suites  beyond 
current  availability.  With  an  increase  of  LDRPs ,  the  necessary 
staff  required  to  meet  demand  is  also  required.  This  staffing 
increase  can  be  done  through  projecting  staffing  requirements 


for  over  hire  requests. 
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The  scope  of  services  provided  by  current  surgical 
providers  is  another  adaptive  strategy  that  can  meet  the  demand 
of  purchased  care  services  provided.  Some  prospective  services 
that  can  be  established  are  noninvasive  weight  loss  surgery  and 
increased  scope  of  orthopedic  surgeries.  Noninvasive  weight 
loss  surgery,  i.e.  Lap-Band,  is  a  TRIACARE  reimbursable 
procedure.  This  service  can  be  done  for  Soldiers  that  have 
exhausted  all  other  avenues  to  obtain  weight  loss,  but  also  by 
family  members.  With  the  establishment  and  proficient  execution 
of  a  Lap-Band  program,  this  service  can  be  extended  to  other 
MTF's  within  the  region.  By  expanding  the  services  provided  by 
lACH's  orthopedic  surgeons,  the  recapture  of  care  and  an 
expansion  in  demographics  that  are  able  to  be  treated  will  be 
enhanced.  This  increase  in  scope  of  surgical  procedures  can  be 
accomplished  through  a  business  case  analysis  that  is  completed 
and  approved  in  synchronization  with  the  completion  of 
renovations  of  the  operating  room  suites. 

Making  Irwin  Army  Community  Hospital  a  "Center  of 
Excellence"  is  another  way  to  increase  production.  The 
previously  mentioned  Lap-Banding  venture  is  one  way  to 
accomplish  this.  Another  means  to  obtain  this  is  that  of 
corrective  eye  surgery.  lACH  is  the  only  GPRMC  hospital  of  its 
size  to  have  a  LASIK  eye-laser.  Prior  to  procurement  of  the 
eye-laser.  Soldiers  were  sent  to  other  MTFs  to  have  this 
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procedure  done.  Since  Fort  Riley  is  centrally  located,  the 
capture  of  these  procedures  from  other  regional  facilities  can 
be  accomplished. 

The  last  adaptive  strategy  for  Irwin  Army  Community 
Hospital  is  through  establishment  of  external  sharing 
agreements .  There  is  a  need  to  expand  the  number  of  local 
providers  accepting  TRICARE  payment  for  specialty  care.  Some  of 
the  services  include  but  are  not  limited  to:  orthopedic  surgery, 
cardiology  and  neurology.  Irwin  Army  Community  Hospital  does 
not  offer  cardiology  and  neurology  services,  and  requires 
patients  to  travel  up  to  an  hour  to  receive  these  services .  The 
limited  services  for  orthopedics  also  forces  beneficiaries  to 
travel  over  an  hour  for  treatment.  Through  active 
communications  between  the  local  providers  and  TriWest,  an 
increased  local  level  of  access  can  be  achieved  at  reduced 
travel  distances  and  times  for  the  beneficiary. 

Strategy  Map 

The  mapping  of  the  potential  strategies  is  broken  down  by 
course  of  action  and  facility  requirements  in  their  respective 
fiscal  years.  These  actions  and  facility  requirements  are  a 
direct  result  of  the  significant  events  and  its  effect  on  the 
population  of  enrollees  to  lACH .  Irwin  Army  Community 
Hospital's  Potential  Strategies  Map  can  be  seen  in  Appendix  D. 
Respective  business  case  analysis'  and  facility  renovations  or 
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construction  are  the  keystone  to  implementing  any  of  the 
potential  strategies  for  the  hospital.  These  services  bridge 
the  gap  between  the  current  situation  and  that  of  a  new 
hospital . 

The  MEDCOM  strategy  map  supports  the  mission  and  vision  of 
the  Army  Surgeon  General.  The  "means"  are  the  fundamental  tasks 
of  the  strategy  map  is  how  the  "ways"  (the  defined  tasks  by 
related  category) of  the  AMEDD,  supporting  an  "Army  at  War",  can 
be  accomplished.  The  three  means  are:  resources,  learning  and 
growth.  The  ways  of  the  MEDCOM  strategy  map  are  broken  into 
four  areas:  sustain,  prepare,  reset  and  transform.  Each  of 
these  areas  has  internal  processes  to  achieve  the  respective 
way.  The  complete  MEDCOM  strategy  map  can  be  seen  in  Appendix 
E.  The  Irwin  Army  Community  Hospital  strategy  map  is 
constructed  in  support  of  the  MEDCOM  strategy  map.  The 
components  of  lACH's  strategy  map,  seen  in  Appendix  F,  reflect 
the  same  components  as  MEDCOM' s  but  are  facility  specific  in 
order  to  meet  the  mission  established  by  higher. 

Balanced  Scorecard 

The  components  of  Irwin  Army  Community  Hospital's  balanced 
scorecard  are  derived  from  lACH's  strategy  map.  Each  component 
of  the  strategy  map  has  objectives  that  must  be  monitored  for 
compliance  in  order  to  succeed.  The  balanced  scorecard  defines 


these  objectives  through  command  approved  objective  statements 
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and  is  then  given  measures  to  assist  in  monitoring  status.  Each 
measure  has  a  target  level  that  when  met,  shows  fulfillment  of 
the  intended  metric.  The  constant  monitoring  and  correction  of 
deficient  targets  are  assigned  to  a  staff  proponent  that  has 
correlation  to  the  measure  and  target.  This  is  monitored  by  the 
command  of  Irwin  Army  Community  Hospital  through  a  weekly  status 
brief  on  a  rotational  schedule  of  responsible  hospital  sections. 

Action  Plan 

The  action  plan  for  all  new  services  planned  for  Irwin  Army 
Community  Hospital  will  be  in  accordance  with  the  AMEDD's 
Business  Case  Analysis  (BCA)  guidance  and  tool.  The  BCA  is  a 
structured  and  systematic  methodology  for  analyzing  the 
alternatives  involved  in  a  business  decision  (AMEDD,  2008). 

This  is  a  requirement  to  start  any  new  services  within  the 
facility  in  addition  to  gaining  authorization  to  receive  new 
providers  not  previously  filled  in  prior  year  TDA's.  The  Irwin 
Army  Community  Hospital's  Clinical  Operations  Division  will  work 
with  the  Great  Plains  Regional  Medical  Command  to  provide  the 
necessary  supportive  data  and  documentation  to  support  the 
service  strategies  for  the  hospital.  Business  Case  Analysis 
will  be  completed  in  enough  time  to  ensure  the  initiation  of  the 
service  coincides  with  completion  of  renovated  or  newly 
constructed  facilities.  The  monitoring  of  these  BCA  supported 
strategies  will  be  the  responsibility  of  the  Chief  and  Deputy 
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Chief  of  the  Clinical  Operations  Division  and  the  progress  will 
be  consistently  reported  to  the  leadership  of  lACH.  At  the  time 
of  submission  for  this  paper,  several  strategies  have  been 
initiated  and  are  in  various  stages  of  the  planning  process. 
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Table  1 . 

Abridged  History  of  Strategic  Management. 


Period 

1960’s 

1970’s 

1980’s 

1990*s 

2000 

Label 

Definition  of 
Strategy 

Concept  uallzing 
Strategic 

Management 

Industrial 
Organization 
Economics  View 
of  Strategy 

Resource-Based 
View  of  Strategy 

New  paradigm  for 
Strategic 
Management 

Some 

leading 

authors 

Chandler  (1962) 

Ansoff(1965) 
Learned  et  al. 
(1966) 

Andrews  (1971) 

Rumelt  (1974) 
Mintzberg  (1978) 
Ansoff  (1979) 

Porter  (1980) 
Porter  (1986) 

Bartlett  (1979)  and 
Ghosha!  (1986) 

Wemerfelt  (1984) 

Barney  (1991) 
Prahalad  and 
Hamel  (1990) 

Nonaka  (1991) 
Hammel  (2000) 

Pfeffer  arxi  Sutton 
(2000) 

Dominant 

themes 

Corporate  strategy, 
planning  and 
growth 

Strategic 
management 
content  and 
process 

Competitive 

advantage 

development 

Resources  and 
capabilities 
development 

Learning. 

Knowledge  and 
lr)rx>vation 

Rationale 

Strategy  as  a  rule 
for  making 
decisions 

Evaluation  and 
implementation  of 
critical  aspects  of 
formulated 
strategy 

Five  forces  analysis 
of  the  industry 
attractiveness  to 
develop  competitive 
advantage  through 
genenc  strategies 

Valuable,  rare  and 
costly  to  imitate 
resources  without 
close  substitutes 
can  be  sources  of 
sustained 
competitive 
advantage 

Dynamic  strategic 
model  by  which 
firms  obtain 
valuable 

information,  create 
knowledge  and 
accumulate 
intangible 
capabilities  m  a 
process  of  learning 

Strategic 
concepts, 
tods  & 
techniques 

SWOT,  Experience 
Curve.  Growth 
Share  Matrix 

Value  Cham 

5  forces  model 

Strategic  choice 

Core  Competence 
Value  System; 
VRIO;  Game 
Theory 

New  integrated 
Information 
Technology 
Systems 

Adapted  from:  Mele,  Domenec  and  Guillen,  Manual.  (October, 
2006).  The  intellectual  evolution  of  strategic  management  and 
its  relationship  with  ethics  and  social  responsibility.  lESE 
Business  School-University  of  Navarra. 
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Table  2 . 

The  Evolution  of  Strategic  Management /Strategic  Planning. 


Late  1980 's 


Period 


Dominant 

Theme 


Main  Focus 
and  Issues 


Principal 
Concepts  & 
Technicxues 


1960 's  and 

Late  1970 's  and  and  early 

1950 's 

Early  1970 *s 

early  1980 ' s 

Strategic 

1990 's 

Budgetary 

Corporate 

planning. 

Positioning. 

Strategic 

planning  & 

Analysis  of 

competitive 

control . 

industry  & 
competition. 

advantage . 

Focusing 

Financial 

Planning 

Selecting 

strategy 

control. 

growth , 

industries  and 

around  Sources 

especially 

especially 

markets . 

of  competitive 

through 

diversification 

Positioning  for  advantage. 

operating 

and  Portfolio 

laarket 

Dynamic 

budgets . 

Planning. 

leadership . 

aspects  of 
strategy. 

Financial 

budgeting. 

Investment 

planning. 

Project 

appraisal . 

Medium-  and 

long-term 

forecasting. 

Corporate 

planning 

techniques . 

Synergy. 

Industry 
Analysis . 
Competitor 
analysis . 
Segmentation . 
Experience 

curves • 

PIMS  analysis . 
SBU's 
(Strategic 
Business 

Units) . 

Portfolio 

Planning. 

Re  sour c  e  s  and 
capabilities • 
Shareholder 
value . 
Knowledge 
management . 
Information 
Technology. 
Analysis  of 
speed, 

re  spons ivene s  s 
&  first-mover 
advantage . 

Organizational 

Implications 


Systems  of  Creation  of 
operational  corx>orate 
and  capital  planning 
budgeting  departments  & 

become  key  long-term 
mechanisms  planning 
of  processes, 

coordination  Mergers  & 
and  control,  acquisitions. 


Multidivisional 
&  multinational  Restructuring. 


structures . 
Greater 
industry  & 
market 
selectivity. 
Divestment  of 
unattractive 
business  units 


Continuous 
improvement  & 
process 
reengineering • 
Refocusing. 
Outsourcing. 
E-business . 


2000  + 

Strategic  and 
organizational 
innovation . 


Reconciling 
size  with 
flexibility  & 
responsiveness • 


Cooper at i ve 
strategies . 
Competing  for 
standards . 
Complexity  & 
self¬ 
organization 
Corporate 
social 

responsibility. 
Renewed 
commitment  to 
ethics • 


Alliances  and 
networks . 

New  models  of 
leadership • 
Informal  Less 
reliance  on 
direction,  more 
on  emergence. 


Adapted  from:  Robert  M.  Grant,  Contemporary  Strategy  Analysis, 
5th  and  2nd  eds .  ,  Blackwell  Publishers,  Inc.,  Cambridge, 
Massachusetts,  2005  and  1995. 
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Table  3 . 

PSA  Network  Provider  Participation  in 

TRICARE 


Service 

Number  In  The 

PSA 

Number 

Participating 

Percent  of 
Participation 

Dermatology 

3 

2 

67% 

Emergency  Room 

16 

13 

81% 

Family 

100 

65 

65% 

Practice 

Internal 

22 

16 

73% 

Medicine 

Mental  Health 

40 

20 

50% 

Neurology 

3 

3 

100% 

Orthopedics 

9 

0 

0% 

Pediatrics 

9 

2 

22% 

Radiology 

13 

2 

15% 

Table  4 . 

Distance  and  Length  of  Time  to 

Receive  Network  Specialty  Care 

Specialty 

Closest  Network 
Provider 

Distance 

Driving 

Time 

Time  to  Get  Appt 

Allergy 

Topeka/ JC 

62  miles 

65  minutes 

1-3  weeks 

Audiology 

Manhattan 

14  miles 

27  minutes 

2  weeks 

Cardiology 

Salina 

56  miles 

62  minutes 

4  weeks 

Cardio, 

129 

125 

Pediatric 

Kansas  City 

miles 

minutes 

4  weeks 

Dermatology 

Manhattan 

14  miles 

27  minutes 

1  week 

Endocrinology 

Salina 

56  miles 

62  minutes 

4  weeks 

Gastroenterology 

Manhattan 

14  miles 

27  minutes 

4  weeks 

129 

125 

Genetics 

Kansas  City 

miles 

minutes 

6  weeks 

Mental  Health 

Junction  City 

6  miles 

16  minutes 

4  weeks 

Nephrology 

Topeka 

62  miles 

65  minutes 

4-6  weeks 

Neurology 

Manhattan 

14  miles 

27  minutes 

4  weeks 

Neurosurgery 

Salina 

56  mile 

62  minutes 

2-3  weeks 

Oncology 

Junction  City 

6  miles 

16  minutes 

1  week 

Orthopedics 

Topeka 

62  miles 

65  minutes 

1-2  weeks 

Pain  Clinic 

Manhattan 

14  miles 

27  minutes 

2  weeks 

Plastic  Surgery 

Topeka 

62  miles 

65  minutes 

2-4  weeks 

Pulmonology 

Manhattan 

14  miles 

27  minutes 

1-2  weeks 

Rheumatology 

Topeka 

62  miles 

65  minutes 

2-4  weeks 

Urology 

Manhattan 

14  miles 

27  minutes 

1  week 
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Table  5 . 

lACH  Inpatient  Purchased  Care  Cost  for  FY  07 


Purchased  Care  Inpatient  Care; 

FY 

Diagnosis  Group 

Data 

2005; 

2006 

2007 

Grand  Total 

01  =  Infection  &  Parasites  (codes  (X)1-139) 

Sum  of  Number  of  Births,  Raw 

0, 

0 

0 

0 

Sum  of  Admission  Count,  Raw 

9 

21 

19 

49 

Sum  of  Amount  Paid,  Raw 

$ 

39,409.01  ; 

$ 

95,008.50 

$ 

229,293.01 

$ 

363.710.52 

02  =  Neoplasms  (codes  1 40-239) 

Sum  of  Number  of  Births,  Raw 

0 

0 

0 

0 

Sum  of  Admission  Count,  Raw 

35' 

43 

49 

127 

Sum  of  Amount  Paid,  Raw 

$ 

279,163.68  ’ 

$ 

424,083.91 

$ 

481,573.39 

$ 

1.184,820.98 

03  =  Endocrine  &  Metabolism  (codes  240-279) 

Sum  of  Number  of  Births,  Raw 

0 

0 

0 

0 

Sum  of  Admission  Count,  Raw 

85 ! 

60 

63 

208 

Sum  of  Amount  Paid,  Raw 

$ 

464.809  56  ' 

$ 

406,738.27 

$ 

412,111.03 

$ 

1.283,658.88 

04  =  Blood  (codes  280-289) 

Sum  of  Number  of  Births,  Raw 

 0, 

0 

0 

0 

Sum  of  Admisston  Count,  Raw 

i 

15 

10 

32 

Sum  of  Amount  Paid,  Raw 

$ 

26,828.83  ; 

$ 

102,743.69 

$ 

32,552.88 

$ 

162,125.40 

05  =  Mental  (codes  290-319) 

Sum  of  Number  of  Births,  Raw 

0 

0 

0 

Sum  of  Admission  Count,  Raw 

214 

159 

237 

610 

Sum  of  Amount  Paid,  Raw 

$ 

761,951,83  ! 

$ 

517,342.12 

$ 

894,581.77 

$ 

2.173.875.72 

06  =  Nerves  &  Senses  (codes  320-389) 

Sum  of  Number  of  Births,  Raw 

0 

0 

0 

Sum  of  Admission  Count.  Raw 

27 

15 

22 

64 

Sum  of  Amount  Paid.  Raw 

$ 

120,467.07 

'$ 

624,394.21 

$ 

213,197.44 

$ 

958,058.72 

07  =  Qrculatory  System  (codes  390-459) 

Sum  of  Number  of  Births,  Raw 

0^ 

0 

0 

0 

Sum  of  Admission  Ckxjnt,  Raw 

62 

82 

57 

201 

Sum  of  Amount  Paid,  Raw 

$ 

820.465.48  ; 

$ 

809,040.75 

$ 

484,155.96 

$ 

2.113.662.19 

08  =  Respiratory  System  (codes  460-519) 

Sum  of  Number  of  Births,  Raw 

0 

0 

0 

Sum  of  Admission  Ckxjnt,  Raw 

43, 

58 

60 

161 

Sum  of  Amount  Paid,  Raw 

$ 

357.662.83 

‘  $ 

456.822.71 

$ 

584,163.05 

$ 

1 .398,648.59 

09  =  Digestive  System  (codes  520-579) 

Sum  of  Number  of  Births,  Raw 

0 

0 

0 

0 

Sum  of  Admission  (^nt.  Raw 

56' 

88 

60 

204 

Sum  of  Amount  Paid,  Raw 

$ 

294.699.14 

$ 

339.636.89 

$ 

367,043.31 

$ 

1.001,379.34 

1 0  =  Genitourinary  (codes  580-629) 

Sum  of  Number  of  Births.  Raw 

0 

0 

0 

0 

Sum  of  Admission  Count,  Raw 

62 

65 

77 

204 

Sum  of  Amount  Paid,  Raw 

$ 

167,156.42 

238,617.54 

$ 

294,919.01 

$ 

700,692.97 

1 1  =  Pregnancy  and  Childbirth  (codes  630-677) 

Sum  of  Number  of  Births,  Raw 

95 

115 

173 

383 

Sum  of  Admission  Ckxjnt,  Raw 

106 

147 

196 

449 

Sum  of  Amount  Paid,  Raw 

$ 

239,171.63  ; 

346,123.03 

$ 

468,711.31 

$ 

1 ,054,005.97 

12  =  Skin  (codes  678-709) 

Sum  of  Number  of  Births,  Raw 

0 

0 

0 

Sum  of  Admission  Count,  Raw 

10 

9 

15 

34 

Sum  of  Amount  Paid,  Raw 

$ 

30,578.15 

'  $ 

39,252.56 

$ 

38,543.70 

$ 

108.374.41 

13  =  Musculoskeletal  (codes  710-739) 

Sum  of  Number  of  Births,  Raw 

0 

0 

0 

0 

Sum  of  Admission  Count,  Raw 

58' 

50 

51 

159 

Sum  of  Amount  Paid,  Raw 

$ 

405.705.99 

383.458.36 

$ 

519,502.73 

$ 

1.308,667.08 

14  =  Congenital  Anomalies  (codes  740-759) 

Sum  of  Number  of  Births,  Raw 

0^ 

0 

0 

0 

Sum  of  Admission  Count,  Raw 

12; 

1 

12 

12 

36 

Sum  of  Amount  Paid,  Raw 

$ 

738,686.80  1 

1  ^ 

702,094.27 

$ 

211,981.91 

$ 

1,652,762.98 

15  =  Prenatal  (codes  760-779) 

Sum  of  Number  of  Births,  Raw 

0 

j 

0 

0 

0 

Sum  of  Admission  Count,  Raw 

15 

1 

5 

3 

23 

Sum  of  Amount  Paid,  Raw 

$ 

787,819.37 

$ 

19,184.93 

$ 

11,003.98 

$ 

818,008.28 

16  =  fll-defined  (codes  780-799) 

Sum  of  Number  of  Births,  Raw 

0 

0 

0 

0 

Sum  of  Admission  Count,  Raw 

36 

46 

57 

139 

Sum  of  Amount  Paid,  Raw 

$ 

102,017.52 

$ 

140,431.87 

$ 

179,313.57 

$ 

421,762.96 

17  =  Injury  &  Poisoning  (codes  800-999) 

Sum  of  Number  of  Births,  Raw 

0 

0 

0 

0 

Sum  of  Admission  Count,  Raw 

94 

88 

62 

244 

Sum  of  Amount  Paid,  Raw 

$ 

649,830.26 

1  ^ 

877.307.30 

$ 

800,863.56 

$ 

2,128,001.12 

18  =  Supplementary  Classifications  (Codes  V**) 

Sum  of  Number  of  Births,  Raw 

0 

0 

0 

0 

Sum  of  Admission  Count,  Raw 

38 

85 

103 

226 

Sum  of  Amount  Paid,  Raw 

$ 

576,369.92 

i  $  1.135,316.56 

$  1,198,526.14 

$ 

2.910.212.62 

Total  Sum  of  Number  of  Births,  Raw 

95 

115 

173 

383 

Total  Sum  of  Admission  Count,  Raw 

969 

1048 

1153 

3170 

Total  Sum  of  Amount  Paid,  Raw 

$  6,862,793.49 

1  $  7,657,597.47 

$  7,222,037.75 

$21,742,428.71 
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Table  6 . 

lACH  Outpatient  Purchased  Care  Cost  FY07 


Purchased  Outpatient  Care  by  Diagnosis  Group  Code 

FY 

DG  Description 

Data 

2005 

2006 

2007 

Grand  Total 

01  =  Infection  &  Parasites  (codes  001-139) 

Sum  of  Number  of  Visits,  Raw 

792 

866 

1305 

2963 

Sum  of  Number  of  Services,  Raw 

4887 

2644 

6455 

13986 

Sum  of  Amount  Paid,  Raw 

$ 

115,089.00 

$ 

112,950.37 

$ 

207.803.43 

$ 

435,842.80 

02  =  Neoplasms  (codes  140-239) 

Sum  of  Number  of  Visits,  Raw 

1253 

1901 

2119 

5273 

Sum  of  Number  of  Services,  Raw 

18077 

54008 

44172 

116257 

Sum  of  Amount  Paid,  Raw 

$ 

665,255.07 

$ 

1,180,505.42 

$ 

1,150,678.89 

$ 

2,996,439.38 

03  =  Endocrine  &  Metabolism  (codes  240-279) 

Sum  of  Number  of  Visits,  Raw 

1161 

1218 

1407 

3786 

Sum  of  Number  of  Services,  Raw 

8864 

13882 

10666 

33412 

Sum  of  Amount  Paid,  Raw 

$ 

393,538.77 

$ 

347,897.89 

$ 

457,321.51 

$ 

1,198,758.17 

04  =:  Blood  (codes  280-289) 

Sum  of  Number  of  Visits,  Raw 

239 

218 

296 

753 

Sum  of  Number  of  Services,  Raw 

1207 

2451 

5933 

9591 

Sum  of  Amount  Paid,  Raw 

$ 

71,624.03 

$ 

85,026.23 

$ 

142,163.08 

$ 

298,813.34 

05  =  Mental  (codes  290-319) 

Sum  of  Number  of  Visits,  Raw 

16126 

16489 

16646 

49261 

Sum  of  Number  of  Services,  Raw 

18027 

20125 

20084 

58236 

Sum  of  Amount  Paid,  Raw 

$ 

1,036,646  44 

$ 

1,075,150.50 

$ 

1,050,007.99 

$ 

3,161,804.93 

06  =  Nerves  &  Senses  (codes  320-389) 

Sum  of  Number  of  Visits,  Raw 

10539 

8973 

8890 

28402 

Sum  of  Number  of  Services,  Raw 

28567 

31586 

21329 

81482 

Sum  of  Amount  Paid,  Raw 

$ 

904,677.38 

$ 

934,129.28 

$ 

1.101.228.45 

$ 

2,940,035.11 

07  =  Circulatory  System  (codes  390-459) 

Sum  of  Number  of  Visits,  Raw 

2502 

3129 

2964 

8595 

Sum  of  Number  of  Services,  Raw 

10783 

17929 

13512 

42224 

Sum  of  Amount  Paid,  Raw 

$ 

628.106.27 

$ 

944,390.42 

$ 

705,587.95 

$ 

2.278.084.64 

08  =  Respiratory  System  (codes  460-51 9) 

Sum  of  Number  of  Visits,  Raw 

4347 

4367 

5158 

13872 

Sum  of  Number  of  Services,  Raw 

22110 

25379 

23121 

70610 

Sum  of  Amount  Paid,  Raw 

$ 

548,534.99 

$ 

581,682.36 

$ 

703,438.09 

$ 

1,833,655.44 

09  *  Digestive  System  (codes  520-579) 

Sum  of  Number  of  Visits,  Raw 

1698 

1808 

1887 

5393 

Sum  of  Number  of  Services,  Raw 

10219 

13331 

9685 

33235 

Sum  of  Amount  Paid,  Raw 

$ 

519,484.21 

$ 

668,316.93 

$ 

636,277.09 

$ 

1,824.078.23 

10  =  Genitourinary  (codes  580-629) 

Sum  of  Number  of  Visits,  Raw 

3025 

3729 

3652 

10406 

Sum  of  Number  of  Services,  Raw 

24646 

37096 

30541 

92285 

Sum  of  Amount  Paid,  Raw 

$ 

964,058.67 

$ 

1.132.733.63 

$ 

1,040,678.60 

$ 

3,137,470.90 

1 1  =  Pregnancy  and  Childbirth  (codes  630-677) 

Sum  of  Number  of  Visits,  Raw 

829 

903 

1323 

3055 

Sum  of  Number  of  Services.  Raw 

6845 

8541 

16632 

32018 

Sum  of  Amount  Paid,  Raw 

$ 

409,105.60 

$ 

698.631 .33 

$ 

933,295.30 

$ 

2,041,032.23 

12  =  Skin  (codes  678-709) 

Sum  of  Number  of  Visits,  Raw 

1003 

1190 

1286 

3479 

Sum  of  Number  of  Services,  Raw 

5899 

8761 

23084 

37744 

Sum  of  Amount  Paid,  Raw 

$ 

1 57,258.79 

$ 

188,892.15 

$ 

189,981.74 

$ 

536,132.68 

13  =  Musculoskeletal  (codes  710-739) 

Sum  of  Number  of  Visits,  Raw 

5054 

7232 

6527 

18813 

Sum  of  Number  of  Services,  Raw 

21561 

24960 

39302 

85823 

Sum  of  Amount  Paid,  Raw 

$ 

1,285,164.71 

$ 

1,597,790.93 

$ 

1,736,666.60 

$ 

4.619,622.24 

14  =  Congenital  Anomalies  (codes  740-759) 

Sum  of  Number  of  Visits,  Raw 

928 

849 

746 

2523 

Sum  of  Number  of  Services,  Raw 

3547 

5680 

2171 

11398 

Sum  of  Amount  Paid,  Raw 

$ 

188,760.14 

$ 

228.268.91 

$ 

193,202.90 

$ 

610,231.95 

15  =  Prenatal  (codes  760-779) 

Sum  of  Number  of  Visits,  Raw 

503 

390 

558 

1451 

Sum  of  Number  of  Services,  Raw 

1007 

1045 

1219 

3271 

Sum  of  Amount  Paid,  Raw 

$ 

167,586.48 

$ 

144.333.43 

$ 

155.855.63 

$ 

467,775.54 

16  a  Ill-defined  (codes  780-799) 

Sum  of  Number  of  Visits,  Raw 

7695 

9335 

10487 

27517 

Sum  of  Number  of  Services,  Raw 

69064 

89404 

84534 

243002 

Sum  of  Amount  Paid,  Raw 

$ 

4.125,582.88 

$ 

4,980,245.59 

$ 

4,924,849.45 

$  14,030,677.92 

17  a  Injury  &  Poisoning  (codes  800-999) 

Sum  of  Number  of  Visits,  Raw 

3180 

4734 

4894 

12808 

Sum  of  Number  of  Services,  Raw 

16954 

29783 

21051 

67788 

Sum  of  Amount  Paid,  Raw 

$ 

1,054,934.41 

$ 

1,415.330.09 

$ 

1,273,395.28 

$ 

3,743,659.78 

18  =  Supplementary  Classifications  (Codes  V**) 

Sum  of  Number  of  Visits,  Raw 

4326 

3903 

5431 

13660 

Sum  of  Number  of  Services,  Raw 

24241 

28288 

23840 

76369 

Sum  of  Amount  Paid,  Raw 

$ 

515,482.75 

$ 

590,590.51 

$ 

691,863.63 

$ 

1.797.936.89 

Total  Sum  of  Number  of  Visits,  Raw 

65200 

71234 

75576 

212010 

Total  Sum  of  Number  of  Services.  Raw 

296507 

414893 

397331 

1 108731 

Total  Sum  of  Amount  Paid,  Raw 

$  13,750.890.59 

$  16,906,865.97 

$  17,294,295.61 

$  47,952,052.17 
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Table  7 . 

Comparative  chart  of  local  healthcare  facilities  and  services 


Services: 

Healthcare  Facllitv 

irwin  Army 

Community 

Hospital 

- GeSry - 

Community 

Hospital 

Mercy 

Regional 

Hospital 

Mannanan 

Surgical 

Center 

Cardiology  Clinic 

X 

Dermatology  Clinic 

X 

X 

Dialysis  (Full-time  kidney  dialysis) 

X 

Ear,  Nose,  and  Throat  clinic 

X 

X 

Ear,  Nose,  and  Throat  surgery 

X 

X 

X 

Neurology  Clinic 

X 

Allergy/Immuni/ation  Clinics 

X 

Ambulatory  Surgery  Center 

X 

X 

Anesthesia 

X 

X 

X 

Audiology  Clinic 

X 

X 

Behavioral  Health 

OUT  PNT 

X 

Cardiopulmonary 

X 

X 

Department  of  Pathology  &  Laboratory 

X 

X 

X 

Department  of  Radiology 

X 

X 

X 

Dermatology 

X 

Emergency  Department 

X 

X 

X 

Home  Health 

X 

Home  Medical  Equipment 

X 

Home  Medical  Services 

X 

X 

Inpatient  Rehabilitation 

LIMITED 

X 

X 

Inpatient  Ward 

X 

X 

X 

Intensive  Care  Unit 

X 

X 

Nutrition  Care 

X 

X 

X 

Obstetrics  &  Gynecology  Service 

X 

X 

X 

SURGICAL 

Occupational  Health 

X 

X 

X 

Occupational  Therapy 

X 

X 

Oncology  (Chemotherapy  treatments  only) 

X 

Ophthalmology  Clinic 

X 

X 

Ophthalmology  Surgical 

X 

Optometry  Clinic 

X 

Oral  and  Maxillofacial  Surgery  Service 

X 

Orthopaedic  Clinic 

X 

Orthopaedic  Surgery 

X 

Otolaryngology  -  Head/Neck  Service 

X 

Pain  Management 

X 

Pediatric  Cardiology 

X 

Pharmacy 

X 

X 

Physical  Therapy  Clinic 

X 

X 

Podiatry  Clinic 

X 

Podiatry  Surgery 

X 

Preventive  Medicine  Service 

X 

Primary  Care  Clinics  (Family  Practice, 
Pediatrics  and  Internal  Medicine) 

X 

X 

X 

Radiology 

X 

X 

X 

Respiratory  Therapy 

X 

X 

Sleep  Disorder  Services 

X 

X 

Social  Work  Services 

X 

X 

X 

Special  Care  Unit  (SCU  and  Post-Anesthia) 

X 

X 

X 

Surgical  Services 

X 

X 

X 

Surgical  Weight  Loss 

X 

X 

Urology  Clinic 

X 

Urology  Surgery 

X 

X 

X 
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Figure  1.  Enrollee  population  increase  by  fiscal  year. 
Projection  starts  at  the  2005  BRAC  enrollee  population  and  ends 
with  the  2013  projected  population. 
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Figure  2.  Population  model  formula  for  Primary  Care.  A,  B  &  C 
include  projected  adjustments  in  the  enrolled  population  for  the 


effective  date  of 

the  TDA. 
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Figure  3.  Population  model  formula  for  specialty  care.  A,  B  &  C 
include  projected  adjustments  in  the  enrolled  population  for  the 
effective  date  of  the  TDA. 
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Figure  4.  Automated  Staffing  Assessment  Model  (ASAM  III)  FY06 
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Figure  5.  Automated  Staffing  Assessment  Model  (ASAM  III)  FY  13 
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Figure  6.  Fort  Riley's  enrollment  zip  code  map  (TRICARE,  2007) . 
The  oval  represents  the  40  milecatchment  area  radius. 
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Figure  7.  Primary  Care  network  provider  participation  map. 
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Figure  8.  Inpatient  Mental  Health  utilized  by  lACH  (Map  and 
Distance) . 


Focus  Where  are  we  now?  Where  should  we  be  going?  How  do  we  get  there? 
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Appendix  A. 

Strategic  Planning  Approach 
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*SWOTs  =  strength,  weaknesses,  opportunities,  and  threats. 
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Appendix  B . 
PESTLE  Analysis 


Category 

Factors 

Political 

•  Warrior  in  Transition  Unit  Emphasis 

•  Congressional  Level : 

o  TRICARE  Reimbursement  Rates 
o  New  Hospital 
o  Policies /Laws 
o  High  cost  purchases 

Economic 

•  Reimbursement  Rates 

•  Prospective  Payment  System 

•  Performance  Based  Assessment  Model 

•  Cost  of  travel  to  receive  healthcare 

•  Provider  pay  levels 

•  Different  funding  sources  for  different 
pro j  ects/ initiatives 

Social 

•  Community  relations  between  military  and  civilian 
communities 

•  Perception  of  the  quality  of  care 

•  Customer  satisfaction 

•  Access  to  care  standards 

Technological 

•  Increased  ability  to  conduct  more  services 

o  Lap- Band 
o  Lasik 
o  Orthopedics 

•  Increased  range  of  ages  that  will  be  available  to 
have  services  provided  for 

Legal 

•  Limits  ability  to 

o  Hire  in  a  timely  manner 
o  Establish  competitive  pay  scales 
o  Conduct  direct  negotiations 
o  Build  and  renovate  in  a  timely  manner 
o  Fund  identified/  needed  projects 

Envi r onmen t a 1 

•  Rural  Kansas 

•  50+  year  old  Hospital 

•  Limited  local  healthcare  support  structure 

•  Limited  specialties  (military  and  civilian) 

•  Increased  travel  distances  and  times  to  receive 
needed  healthcare  services 
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Appendix  C . 
SWOT  Analysis 


Strengths 

•  Provider  productivity 

•  Forecasting 

•  Flexibility 

•  Situational  analysis 

•  Lasik  initiative 

•  Renovations 

•  Structural  expansion 

Weaknesses 

•  Provider  levels 

•  Availability  of 
specialties  in  the 
network 

•  Old  facility 

•  Limited  local  network 

•  Low  reimbursement 
rates 

Opportunities 

•  Surgical 
procedures 

•  Expand  Primary 
Care  Clinics 

•  Recapture  of 
purchased  care 

•  In/outpatient 
Mental  Health 
Services 

[How  do  I  use  these 
strengths  to  take  advantage 
of  these  opportunities? ] 

1.  Increase  surgical  scope 
of  services  provided 

2 .  Provide  Lasik  services 
to  other  installation's 
military  enrollees  within 
GPRMC 

3 .  Increase  the  number  of 
Primary  Care  clinics 

4.  Expand  Mental  Health 
outpatient  services 

[How  do  I  overcome  the 
weaknesses  that  prevent  me 
taking  advantage  of  these 
opportuni ties?] 

1.  Create  inpatient  Mental 
Health  ward 

2.  Establish  services  not 
able  to  be  done  in  local 
network 

3 .  Renovate  current 
services'  areas  to  assist 
in  the  recapture  of 
purchased  care  work  load 

4.  Create  agreements  with 
community  to  provide 
services  needed 

Threats 

•  Increasing 
population 

•  Funding 

•  Politics 

•  Inability  to 
hire  providers 

•  Saturated 
network 

•  Increased 
utilization  rate 
of  WTU  members 

[How  do  I  use  these 
strengths  to  reduce  the 
likelihood  and  impact  of 
these  threats?] 

1.  Project  upcoming  FY 
provider  levels  and  hire 
them  prior  to  FY. 

2 .  Actively  over  hire  to 
mitigate  the  arrival  to 
departure  ratio  of 
providers 

3 .  Expand  services  to 
decrease  the  amount  of 
purchased  care 

4 .  Expand  provider  to  WTU 
ratio 

[How  do  I  address  the 
weaknesses  that  will  make 
these  threats  a  reality? ] 

1.  Actively  and 
continuously  request 
funding  for  over  hire 
positions 

2 .  Contact  rural  providers 
within  catchment  area  to 
work  part  time 

3 .  Congressional  approval 
for  a  new  hospital 

4.  Congressional  review 
and  change  to  current 
reimbursement  rates 
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Appendix  D. 

lACH  Potential  Strategies  Map 
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Appendix  E . 

MEDCOM  Strategy  Map 
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Appendix  F 

Irwin  Army  Community  Hospital  Strategy  Map 
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Appendix  G . 


Balanced  Scorecard 


_ Irwin  Army  Community  Hotoltal  Balanced  Scorecar^  (As  of:27  April  2007) 

lACH  Vision:  To  provide  state  of  the  art  care  for  America's  Warfighters  and  their  families. 
lACH's  3  Missions: 

1  -  Manage  the  Health  and  Care  Our  Soldiers  and  Our  Military  Family. 

2  -  Project  and  Sustain  a  Healthy  and  Medical  Protected  Force 

3  -  Cost  Effective  Patient  Centered  Health  Care 


lACH  ObjM:ttvM  and 

U«trtc  No. 

Objoctivo  Statomonl 

lACH  Measures 

lACH  Targefa 

Staff  Proponent 

HHKhy  and 

f  Pro«Kiod  \ 

IS1 

Improve  the  health  of  sarvtca 
members,  prepare  them  lor 
depioymerS,  prevent  casualties 
and  provide  high  quality  and 
responsive  combat  casualty  care 
to  Injured  Soldiers  on  end  off  the 
battlefield  Provkta  prevanitve 
health  techniquea  end  emerging 
technologiee  in  environmental 
surveillarce  end  combat  health 
serviCM  to  protect  al  service 
members  belora,  during,  and  after 
deployment 

mm  a:  Impiementaiion  of  ChrMcai  Managsmeni  Omdeimes  (CMQst  ■  TBO 

M-1b1 :  Paresnt  of  arwoUsd  vwmso  w*rh  currant  mammography 

M-lcl:  Paresnt  of  SoWiers  retened  for  vision  appointments  from  the  SRP  SSs  who 
are  seen  vethin  48  hours 

M'1c2:  Percent  of  evailabis  retractive  surgery  appoiniments  utilizeO  by  deploying 
Soldiers 

M*1d:  Percent  total  Asthmatic  patients  with  moderately  persistsni  lo  severe 
persistent  diagnosis  who  are  on  long  tenri  controaers 

M-la:  TBO 
M-1b1:90S 
M'1c1:95% 
M-1c2:  90% 
M-ld:  >«90% 

M-larDCCS 

M-1b1: 

M-lcl:  SRP/ EE  NT 

M-1c2: 

M-ld.  Om  ops 

Twlfw)  X 

{  Nodical  Poioo  j 

Provide  a  praemineni  medic  at 
lores  that  Sisiports  tuN  speebum 
operations  ervJ  |olnl  force 
requirements 

M-3a1;  Percent  ot  68W8  NREMT  certified 

I4.3a2:  Percent  AC  68Bs  and  60Cs  transitioned  lo  68 W  ageir>st  program  obiectives 
(lACH  and  tnstaHalion). 

M-3a3:  Percent  AC  66Ws  (lACH  and  Fort  Riley)  having  received  required  6ew 
sustainment  training  (SACMS*VT) 

M-3b1 :  Percent  of  deploymg  PROFIS  hsaiih  care  providers  ihat  receive  irauma 
management  framing  wilhm  l  year  of  deploymeni 

M-3b2:  Percent  PROFIS  soldiers  depioyabia  and  current  m  aN  AR  600-8-101  medical 
raqurements.  required  irammg.  weapons  quatificaiion.  and  collective  trammg  wnh 
their  assigned  or  like  tmit. 

M-3b3:  Percent  ot  lACH  PROFtS  personnel  completing  reintegration  Irammg 

M-3a1:  100% 
M-3a2:  100%ol 
transiHon  uwget 
M-3a3:  98%  of 
68Wswilh 
sustairimeni 
traimiig  within  6 
morkhs 

M-3b1:  100% 
M-3b2:  90% 
M-3b3:  100% 

M-3a1:EPO 

M-3a2:  EPO 

M-3a3:EPO 

M-3b1 ;  PTMS 

M-3b2:  PTMS 

M-3b3:  Medical  Company/ 
PTMS/Pefsofinel 

✓  Accoaolbio  Hlgh^N. 

(  Quality  Caro  } 

V  HM  y 

Improva  accass  to  care  by 
maximizing  capacity,  decreasing 
iruippropriate  utiNzetion, 
simplltying  the  appointmenl 
process  and  lmprovir>g  patient 
menagemant 

M-4e1s;  Percent  ot  Acuta  Appointmenl  s  Meetmg  Access  Standards 

M^aalb:  Percent  of  acute/  OP  AC  appointments  meetmg  accees  etandards 

M-4alc.  Percent  of  routine  appointments  meetmg  access  standards 

M^aald  Percent  weanass  appoiniments  meetmg  access  standards 

M-4a2:  Percent  Patient  Satisfaction  with  Accass  (APLSS  questions  9-14) 

M^aaS:  F^cem  Patient  Satisfaction  (APLSS  questions  1-9) 

M-4a4a:  Percent  palient  satisfaction  Mth  lime  between  scheduit  and  visit  (APLSS 
lop  3  diasatisiiers) 

liMa4b  Percent  patient  satisfaction  with  wait  lime  (AF^SS  top  3  dissatistiers) 
M<4a4c:  Percent  pahenl  satisfaction  with  overall  pharmacy  experience  (APLSS  lop  3 
dissatistiers) 

MMaStPercent  provider  schedules  availabte  tor  bookmg  30  days  m  advance 

ItMad:  Percent  of  lACH  specialty  cart  referrals  seen  withm  30  days 

KMaT:  Percent  ot  enrollees  saiistied  vwth  makmg  appomtmenis  by  phor>e 

M-4a1a:  90% 
MMa1b:90% 
M-4a1c:90% 
M-4a1d:  90% 
M'4a2;  7S% 
M-4a3:  90  7% 
M-4a4a:  69  4% 
M-4a4b  66  9% 
M'4a4c:  70% 
M-4a6:  95% 
M-4a«:90% 
MMa7:B4% 

M-4a1aKXINOPs 

M-4a1b:  CLIN  OPS 

M-4a1c:CLIN  OPS 

M-4a1d:  CUN  OPS 

M-4a2 ;  Customer  Servica 

M-4a3  Customer  Sarvice 

M-4a4a:  Customer  Service 

M-4a4b:  Cuilomer  Sarvica 

M-4a4c:  Customer  Sarvict 

M-4aS  aiNOps 

M-4a6;  CLIN  OPS 

M-4a7:  CLIN  OPS 

Provide  the  rigrt 

persorVpractitioner  doing  the  rIgN 
things  sately  the  tirst  time,  to  the 
rIgN  person,  with  cara  ar>d 
respect 

M-4b1 :  Percent  of  fmal  "tme  out*  obsarved  by  direct  observation  (Jomt  Commission 
Universal  Protocol  CompliarKe) 

M4b2:  Percent  o4  medical  records  tial  riave  reconcilad  medications  on  admission 
(NPSG8A) 

M-ebl:  »  90% 
M-4b2;  »  90% 

M-4b1 :  Dept  Surgery/  Pattern  SaSety 
M-4b2:  PAD/  Patient  Safety 

Ensure  continuous 
survey/inspection  readiness 
resuNmg  in  lull  accreditation  In 
avery  program 

samples,  admmistering  medications  or  blood  products  or  labeling  specimens 
(NPSO  1A) 

M-aelbr  Percent  of  verbal  or  lelephorva  orders  end  critical  test  resulls  wrth 
documented  or  observed  'reed-back'  venticelion  by  the  person  recewmg  the  order  or 
lest  resuil  (NPSO  2A) 

M-4c1c:Percent  of  haodiM’inen  cherts  end  handwritten  prescripllons  that  adhere  lo 
excluding  the  JCAHO-recommended  and  facility- selected  abbreviations,  acronyms 
and  symbols.  (NPSO  2B) 

M<4eld:  Percent  ol  a«  medicalions.  medication  containers  <ie,  syringes,  medeme 
cups,  basins),  or  other  solutions  on  and  off  the  sterke  field  that  are  labeled  (NPSO 
30) 

M-4c1a;Percem  of  compliance  with  COC  hand-washmg  guideimes  (NPSO  7A) 
M-4c1t:  Percent  ot  at-risk  patients  evaluated  lor  potential  of  fax  (NPSO  9B) 
flMclg:  NPSO  13A  pendmg  responsa  from  JCAHO  SfO 

M-4c1h;NPSG  15A  pending  response  from  JCAHO  SIG 

llMc2:  Percent  of  Sentinel  Events  (to  mcluda  nosocomial  reiaiad  deaths)  raponed 

es  required  and  tor  whch  Root  Cause  Analyses  are 

completed  and  racommanded  changes  mptemented 

M4e3:  Number  of  repeat  Sentmel  Events  smee  the  Root  Cause 

Analysis  on  the  first  occurrence 

M-4c1a:  100% 
»Me1b:100% 
MMcIc;  100% 
M-4c1d;  100% 
HMcIa:  100% 
HMcIf:  100% 
MMclg:  100% 
HMcIh:  100% 
M-4c2: 100% 
M-4c3;0% 

M-4d1:  100% 

M-acIa:  Patient  Salety 

M-4c1b:  Pellent  Safaty 

M-4c1c:  Patient  Setety 

M-4c1d:  Palient  Safety 

M-4c1a:  Petienl  Salety 

NMcIf:  Petient  Safety 

M-4c1  g:  Petient  Safety 

M-4c1  h:  Patient  Safety 

M-4c2:  Patiem  Safety 

M-4c3  Patient  Salaty 

M-4d1  Mr  Foreman 

(  BonoAciirtos  ) 

Provide  for  the  health  needs  of 
definad  populatione  through  cosi- 
affactive.  avidanca'basad 
disease  management,  demand 
menagement,  and  public  heaMh 
programs 

M-6a:  Annual  rate  ot  mumps  among  lACH  healthcare  beneficaries 

M<Sb:  Percentage  ol  skm  and  soft  tissue  mfections  due  to  community-acquired 

MRSA  that  recur. 

M-6e1:  F*ercentage  of  diabetes  patients  who  have  had  a  yearty  HBAic 

M-6e2:  Percenlaga  of  diabetes  patients  with  HBAic  below  9 

M-5a;<- 

3/100.000 
M-Sbio  3% 
individuaV6% 
tamity 

M-9c1:90% 
M-9c2:  >90% 

M-Sa:Prev#nlva  Med 

M-8b.  Preventive  Med 

M-5c1 

M-5c2 

Nobuoi 

(  to  MITT  Ukoion  ' 
1  IM  j 

Provide  re^x>nsive  end  flexible 
medical 

support  to  the  Fort  Riley  MiTT 
Misskxi 

M-6a:  Percent  of  MiTT  Soldiers  seen  iMthm  lour  deys  (referral  to  appomtmem) 

M-8b:  %  MiTT  Soldiers  that  deploy  with  compieie  medical  SRP  packages 

M-6e:  N  MiTT  Soldiers  missing  mitiel  deploymeni  movement  aweiting  healthcare 
clearancas 

M-6d:  %  medical  supply  needs  liked  for  MiTT  teams 

M-6a:  90% 

M-6b:  100% 

M-6e  -.  0% 

M-6d:  90% 

M-6a:C)inOps 

M-<b:  SRP 

M-6c;  Clin  Ope 

M-6d  Logistics 

1 
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yamini  l»  MKltcaT^ 
f  R«MUn««  \ 

iP-lal :  Percent  ol  mstaNeSon  Soldwrs  who  are  medicaHy  ready  m  MEDPROS  (Nd 
pregnant) 

P-1a2  Percent  of  mstMlation  SoKSers  whoaremedKaiiy  ready  m  MEDPROS 
MerkcaSy  non-oepioyabie) 

fP-laS;  Percent  of  mstaneson  SoKSers  who  are  medicaity  ready  m  MEDPROS  <DNA| 
IP-1a4:  Percent  of  mstMleson  SoldMirs  who  are  medicaify  ready  m  MEDPROS 

IP-1a1:  SRP 
iP-1a2:SRP 

IP-1a3;SRP 

IP-1a4;SRP 

IP-1e6:SRP 

IP-1a6  SRP 

V. _ 

Ensurt  health  reethnees  d  the 
torce 

<DentaO 

P-1a8;  Percent  of  mstatason  SoKkers  who  are  merkcaity  ready  m  MEDPROS  (HiV 
drawn) 

IP-1a«:  Percent  of  mstaNation  SoKkers  who  are  medicatiy  ready  m  MEDPROS 
(tmmunaakons) 

IP-1  a7:  Percent  of  mstaHakon  SoKkars  who  are  medically  ready  m  MEDPROS  (No 
smited  duty  proMe) 

P-1ai;  Percent  of  mstaNation  SoKkere  who  are  medicaNy  ready  m  MEDPROS  (PhA) 
iP-lte  Parcent  of  SRP/RSflP  requirements  successMty  met 

P-lc:  Percent  of  deploying  sokkers  with  compleleO  D02795 

»P-1a7;90% 
IP-1a«;  90N 
IP-lb;  100% 
IP-lc.  100% 
IP-ld;  100% 

IP-1a7;SRP 

IP-1a6:SRP 

IP-lb;  SRP 

IP-1e.SRP 

IP-ld:  SRP 

/^O irtdl  QwlC:0*W*\ 

/  Focuud  Cm  \ 

I  n^^tnrfC**  ] 

\  / 

Provtde  aflectve  outcome- 
ocuted  c«fa  and  services  through 
the  uee  ot  evidence-  tMsed 
practice,  clinical  practice 
omdeiirtee,  dueaae  management, 
and  LSS  proiect  deployments 

tP-2a1 :  Percent  MEB  submitted  to  PEB  rntwi  90  days 

IP-2a2^  Percent  of  MEB  submitted  to  PEB  raiumed  to  lACH 

P-3toc  Parcent  of  women  ages  2t  -64  mth  coded  cervical  cencar  screening  wiWn  ttie 
last  96  months 

tP-Jcl :  Percent  of  MHO  on  harxJ  >270  days 

IP-2c2:  Percent  of  MHO  on  harxf  >270  days  for  whom  MEB  has  not  been  mitieted 
lP-2e3:  Percent  of  MHO  who  go  to  CBHCO  end  have  to  return  to  MTF 

IP-2tf1:  Percent  ot  measured  improwemeni  as  a  result  of  aach  organizational- 
approved,  patent  outcome -based  pertonnance  improvement  protect 

IP*2e1:  90% 
IP-aa2:  <10% 
IP-2b.  >-90% 
IP-2C1:  2S%or 
lesa  at  lACH 
IP.ac2:  50%  or 
less  at  lACH 
IP-2C3:  <2% 
IP-a«M:  >75%  Of 
each  PI  stxiw 
maaaurabie 
improvement 

IP-2a1;  PAD 

IP-3e2:  PAD 

IP-2b:  OB'GYN  '  din  Ops 
>IP-ac1;Case  Management 
(ReMrve) 

IP-3c2^CaM  Management  (Reserve) 
IP-ac3:  Case  Management 
(Fteserve) 

IP-2d1:  Quality 

^  Uwmq*  >L 

1  and  T#ctM0^v  J 
V  iP-5  J 

InstMionahze  the  seamless  use 
and  Me  cycle  management  of 
secure,  reliable,  mtegrated. 
accessible,  accurate,  and  uaer- 
hlendly  mlormaeon  systems  to 
ensure  quality  patient  care  and 
cortserve  resources  acrose  a 
continoom  ot  heahhcare. 

IP-3a:  Customer  response  tma  Mtween  order  rtquuemant  (nght  Nam);  order 
placement  and  shipment  (right  place );  and  order  MtWment  (right  Hma  A  nght 
condrtion). 

IP-3b1 :  AHCTA  sustemment  training  no-show  rett 

IP-9b2;  Percentage  Of  outpatient  visits  documented  wi  AHLTA 

IP-3«1  Number  Of  mmutes  per  quarter  AHLTA  is  OegredeO 

IP-3c2‘.  Numtier  of  mmutes  per  quarter  AHLTA  has  a  compieta  outtagc 

IP3a;90% 

IP-3b1:  <5% 

IP.3ba  95% 

IP-3c1:<5000 

minutes 

IP-3c2;<169 

miTHdes 

IP-3a:  Logistics 

IP-3b1:  IMD 

IP-3b7:  IMO 

IP-3C1:  IMO 

IP-3c2;  IMD 

/  Prv^t  md  \ 
f  lUntahi  ■  \ 

liftfWtnticliM**  \ 

iM  1 

Protect  and  rnamtam  reliable 
facHrees.  mstaHatiorts.  and 
mformaeon  mtra  structure  that 
auppon  emerging  Isaues 
Impeding  popdahon  heaNh  care 
needs  such  at  BRAC.  IGPBS. 

and  restatloning.  Improve 
lacMties  cortdHion.  capacity,  and 
reeaMity  Virough  requirements 
based  programming  and 
investments  to  support  the  Trl- 
Senrice  Busmess  Plan  and  lACH 
mieaion.  Proved  and  maimain  a 
rehabie  miormalion  Mfra  structure 
that  Supports  current  and  future 
lACM  missiont 

tP-4a1 ;  Number  ot  cntcal  system  taiiures 
tP-4«2;  Overall  PCI  rattng 

IP-4e2:  Percent  of  proftcf  vaMe  that  results  m  FCi  improvement 
lP-4e4:  FacNiiy  Conditon  Index  (FCI)  Rating  of  Medcei  FacRliet 
lP-4eC:  Nunher  of  square  feet  staled  tor  improvement  (buNdmgt  >30  yrs  old) 

IP-4e6:  Percent  of  protects  meeting  popuieton  requirements  mthei  1 2  months 

IP-4e7:  Percent  of  BRAC  protects  on  scherXiie  (MiLCON) 
lR-4b:  Local  Area  Network  AvaNebMy/  upteria 

IP-4a1;  < 
previous  FY 
IP-4e2:7% 
improvement  per 
arwMjm 

IP-4e3:  40% 
IP-4e4:  FCt  Of  not 
tessBian  IS.  end 
net  tesa  Vian  tees 
thanFY03 
lP-4aS:  5%/ 
20.000  per  year 
IP-4e«:  100% 
IP-4a7;  100% 
IP-4b.  >«9e% 
uptime 

lP-4a1:  Facifibes  Managament 

IP-4e2:  FacNikes  Management 

IP-4a3:  Facibket  Managemer>t 
IP-4e4-.  FaciMles  Management 

IP-4e&  DCA/  Fadtikes  Managament 
IP-4e6:  DCA/FacdWIes  Management 
IP-4e7  Faculties  Martegernent 

IP-4b;  IMD 

Reduce  unaulhonzed  accasa  Into 
identitied  crttical  areas  through 
use  of  prototype  securily  systems 
vvlth  Improved  reliability,  higher 
probabMiy  of  detection  and 
assessment  of  critcal  asaett 

P-4c1 :  Percent  ot  MTF  rtifd  green  on  IT  infrastructure  index 

IR-4c2:  lAVA  comphenca  by  MEDCOM  suspense  dele 

IP-4e3:  Percentaga  of  mtoimason  systems  or  workstasons  needmg  rebuSds  dua  to 
poor  security  prectM^es.  usar  misconduct  or  compromise 

IR-404:  PercerM  Ol  workstations  meetmg  MEDCOM  minimal  requiiements  (a 

Wmdows  XPRO.  b.  MS  Office  2003.  C.  512  MB,  d.  40  HD) 

IP-4d1 :  Parcent  ol  identiNed  cnecal  assets  with  the  capabRty  to  eiectromcaay  detect, 
detar.  and  record  lecuniy  breaches 

P-M2:  Number  Of  unauthonzed  accesses  to  cn*cel  areas 
lP-4a:  Percent  of  work  ordere  compitttd  withm  XX  hours 

IP-4c1:TBD 

IP-4C2:  100% 

IP-4c3:<1% 

IP-4c4;100% 

•P-4<n;90% 

IP-4d2;<3 

annuaNy 

IP-4e: 

IP-4c1:  (MD 

IP-4c2:IMO 

IP-4c3:  iMO 

IP-4C4:  IMD 

IP-4d1;Secunty  (PTMS) 
ip-4d2-.  Securtly  (PTMS) 

IP-4e  IMO 

SufUHHl  rbitIV 
(  FtlfVlul  k  \ 

IImW  1 

B*toy  J 

ip-B  y 

Support  the  physical  and  menial 
needs  ol  aach  member  of  the 
Total  Army  Family 

lP-6a:  Parcent  of  compbance  with  PDHRA  screenmgs  of  akglble  popuiakcin 

H*-8b:  Number  of  nutrition  ancounlars  outside  Of  hoapMal  per  querter 

lP-6e1 :  Percentage  ot  enrolled  Active  Duty  pereonnet  who  compieta  a*  tour  Tobacco 

CesMkon  Class  sesaons. 

IR-BC2:  Percenlege  of  AcSve  Duty  personnel  who  are  not  smokvig  6  months  aRer 
comptelmg  the  Tobacco  Cessation  Program 

IP-Sa.  95% 

IP-ab;  10%/ 8 
people  increase 
IP-Sc1:75% 
IP-Be2;  75% 

IP-Sa  SRP 

IP-Sb;  Nutrition  Care 

IP-6c1:  preventive  Med 

IP-9c2;  preventive  Med 

fiufifiwl 

/  HMialml  \ 

\  tMurH^  \ 

IP-T  J 

Ensura  lACKs  ability  to  support 
HLS  and  emergency  medical 
response  operatiorrs  m  Fort  Riley 
AO 

IP-7a1 :  Percent  ol  standwdt  withm  approved  Emergency  Monegemeni  Plans 
(EMP)  which  meet  MEDCOM  Pern  52$-i  and  Joett  Commiteion  standards  and 
hava  been  rehearsed  armueNy 

IP-7a2:  Number  ot  setm  ennuai  MEMP  exeioses  lAW  MEDCOM  Pam  525-1  and 
Joint  Commisaion  standarde 

P-7a3:  Parcent  ol  personnel  compiered  annual  Anb-Tamonsm  (AT)  awarenata 
irammg 

IR-7a4;  Parcent  ol  personnel  having  completed  CBRNE  trammg  (avery  tvee  years) 
P-7aB:  Peresniage  ol  duly  poeRons  on  the  OCCON  taam  tiat  remam  vacant  tor 
more  man  30  days 

IR-7aB:  Percentage  ol  pereonnet  on  tie  DECON  teem  who  have  mcerved  a*  Vw 
needed  tiaining  withm  3  months  ol  assignment. 

IP-7a1;  100% 
IP-7a2:  100% 
IP-7a3;  90% 
(annual) 

IP-7a4: 100%  of 
asskined  eligible 
personnel 

IP-7e6;  <-10% 
IP-7a6  90% 

lP-7al.  EMP  Committee  and  PTMS 
IP-7a2;  EMP  Committee  arxf  PTMS 
IP-7a3:  EPO/PTMS 

IP-7e4:  EPO 

IP-7e6:  ESO 

IP-7a6;  ESO 

^  IntHerm 
/  A«h<vi  ^ 

1  Comfnntflt 

V  laldiHf,  / 

Ensure  seamteie  Integration  of 
affwatad  USAR  SoUiert.  and  iha 
medical  support  of  Annual 
Trairting  sMes  in  lACKs 
geographical  area  of 
responsIbNIty. 

IP-<a1:  Percent  aMgned  Inrkvtduei  MobRzaeon  Augmantakon  (IMA)  poaisont  with 

MOSO/AOCO  perkonnel 

IR-ta2:  Level  Ol  compNance  with  MEDCOM  deeckvas  tor  AT  see 

IP-ia3:  Peicent  ol  mobiNzed  Reserve  Componeni  providere  who  are  abia  to  be 
privileged,  based  on  Via  Provider  Credentialmg  file  (PCF)  provided  by  Anny 

Reserva  CentreNzed  Credenueimg  Agency  (ARCCA) 

IP-Ba1:  90% 

IP-Bit2:  100% 
IP-Be3:  90% 

IP-Ba1  ;PTMS/  MMla  ry  Persortnei 

IP-«a2:  EPO/ Miltary  Persortnel 
IP-Sa3:  CredenbaHng  Office 

Impniw  Dm 
[  OiWlKf  ]| 

V.  ff-fl  J 

Improve  DO  while  ensuring 
absolute  integrity  In  workload 
reporting 

iP-Be1 :  Percent  ol  merkcei  records  m  which  E4M  are  accurately  coded  lor  tie 
querter 

IP-tii2:  Percent  ol  medical  records  m  which  IC0.9  are  accurately  coded  tor  toe 
quarter 

IP-ta3'.  Paicant  ol  medical  recorda  m  which  CPT  are  accurately  coded  tor  tie 
quarter 

IR-Bb-.Parcent  ol  Pomt  ol  Cart  audit  results  that  meet  asiebSthed  documentation 
standards 

IP*9e1:  »97% 
iP-Be2:  >-97% 
IP*Be3.-  »97% 
IP-Bto:  90% 

IP-«c:  98% 

IP-W  90% 

IP-Bal;  PAD 

IP-9e2:  PAD 

IP-9e3:  PAD 

IP-9b:  PAD 

IP-»e;  CLIN  OPS 
iP-9d.  CLIN  OPS 

{  SufiVDftttUiF  ^ 

V  Hluhin  j 

(P-lO 

Protect  and  tuMW  AMF 
requirements  by  ensuring 
adequate  suft  and  resources  to 
support  beneftciary 
poputatlon  ituctuations  m  the  Fort 
Riley  area 

IR-lOa:  Percent  approved  AMF  stall  poeikons  tiat  are  Mad 

IR-IObI:  Number  ol  required  providar  contract  poaitions  Mied 

IP-10b3  Number  ol  required  techmoen  contact  poemonsMed 

IR-10ba:  Number  ol  required  admmaifeiiva  contract  poeikons  Med 

tP-IOc:  Percent  ol  doNars  tonded  tor  required  AMF  lecMat  cotrsitucson  protects 

IP-IOd:  Reko  ol  enrolled  beneAc«nes  per  provider 

IP-lOa;  75% 

IP-IObI:  90% 
IP*10b2: 90% 
IP-10b3  90% 
IP-10c:S% 
fWf'monlh.  100% 
Year  end 

IP-lOe:  RMO 
iP-10b1 .  RMD 

IP-10b2;  RMO 

IP-10b3:  RMO 

IP-IOc:  FacUrbes 

IP-IOd:  DCCS/ Chn  Opa 

y  Tm  Cm  at 

V  IwitIHM  J 

N.  |I^11 

Be  the  healthcare  system  of 
choica  tor 

Service  Members  and  therr 
famitiesby 

provKfmg  high  quality .  accessible 
care 

lP-11a;  Percent  ol  negative  ica  comments  vwih  conArmed  tonow  up  irom  providei 

IP-I  ibc  Number  ol  hospital  tours  per  quarter 

IP-1 1c:  Number  ol  publicized  pubbe  outreaefv  mtormabon  programs 

IP-1  Id:  Rako  ol  poMiwe  versus  negaiwe  ICE  comments  bom  pebents 

IP-1  ler  Percent  ol  preventable  ER  visits  per  month<ER  vieiie  tor  case-managed 
mdwiduais) 

IP-1  in :  Peicent  ol  negative  iCE  comments  per  pebents  seen  m  tie  ER 

M-1 1f2.  Average  bma  to  see  a  provider  m  lie  ER 

IP-1  lO:  Peicent  ol  ER  pebenqi  werkng  more  than  3  hours  to  see  a  provider 

IP-1  m  ER  Provider  RlATs  per  PTE 

IP-1 1g:  Parceniege  ol  sbrnlar  repeated  tracer  kndmgs  per  quarter 

tP-1  Ih:  Paicentage  ol  records  contammg  documenred  pekent  educakon  m  AHLTA 

r-tH;  Taw  Tnc-fifi  PniM  iraiBM _ 

w^'ir.'du  m - 

IP-lib:  ar  month 
or  6/qua ner 
IP*11e:9per 

IP-1  Id:  20% 

IP-1  la;  <5% 
1P-11f1:<1% 
IP-11f2;<90  mms 
IP-1 113:  <5% 

IP-I  IH:  TBD 
IP-11g.<S% 
IP-11h:  100% 

IP-11a  Customar  Service 

Department 

IP-1 1b:  PAO 
fP-lle:  PAO 
iP-lld;  Chief.  CSO 
(P-11a;OinOpt/ER 

IP-11f1:  ER  CSO 

IP-11t2:  ER 

IP-1 113  ER 

IP-1 114.  ER/OmOpe 

IP-11g  Mr.  ForemarV  Pabent  Satety 
IP-11h:  DCCS/PAO 

IP-111:  Dm  Ops 
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/  RKnj4t, 

/  4  R«t<in  \ 

/  QmUtY  AUEDD  ' 

V  / 

Recruit  and  retain  quaNty  lACH 
personrwl  by  prwtc^  the  most 
effective  incentives,  career 
progression,  and  positive  worft 
envirorvnent 

Provide  (air  and  egutable 
notificalion  and  distnbution  of  the 
available  inventory  for 
deployment 

Effectively  recruit  and  retain  a 
quabty  civWan  wortdorce.  focusing 
on  hard-to-fin  medical  occupations 
(physician.  RN.  pharmacist, 
psychologist,  social  worfter) 

L>la1:  Percent  reeniistment  target  achieved  tor  first-term  soldiers 

L-1a2'.  Percent  reeniistment  target  achieved  tor  mid-term  soldiers 

L*1a3:  Percent  reenhstment  target  achieved  tor  career  soldiers 

L*1a4:  Percent  in-service  Reserve  Corrxxxient  recruitment  target  achieved  for 
separatng  soldiers 

L-fb:  Percent  Medcal  Corps  OOP  ot  ASAM  III  requxements 

L>1c:  Percent  of  soldiers  notified  for  deployment  wahm  30  days  ol  position  placement 
L-1  d1  Percent  ol  PflOFiS  deptoyment  positions  filled  by  voiurdeers 

L-1d2  %ol  PROFIS  Deployment  Systems  (PDS)  fiHs.once  locked, 
that  are  reclammaed^^han^ 

L-lal  %  of  LM  and  higher  awards  received  at  OPRMC 

150  days  prior  to  desired  presentation  date 

L>1e2:  Percent  MSM  award  recommendatiorts  received  at  GPRMC  60 
days  prior  to  desired  presentation  date  (for  which  it  is  possoie  to 
process  withm  the  available  timef 

L-le3:  Percent  ol  approved  awards  presented  prior  to  soldiers*  departures 
(tor  which  It  IS  possAiie  to  process  withm  the  available  time) 

Percent  OERs  received  on  time  at  HOOA 

L*1t2:  Percent  of  OERs  mailed  to  HQDA  NLT  60  days  past  thru"  date 

L-lgl;  Percent  NCOERs  received  on  tune  at  HOOA 

L-1 02:  Percent  ol  NCOERs  submitted  to  HOOA  NLT  30 
days  past  end  of  ralmg  period 

L-1h:Percent  Onhan  appraisals  submitted  on  lime  to  installation  CP  AC 

L-lal:  100% 
L-1a2:  100% 
L-1a3:  100% 
L-1a4:  100% 
L-lb:  90% 

L-lc:  90% 

L-ldl:  5% 
L-1d2:<5% 

L-1  el;  96% 
L-1a2:  95% 

L-1  *3:  96% 

L-lfl:  95% 

L-1f2:  96% 
L-1g1;  95% 
L-1g2;  95% 

L-lh:  95% 

L-1  a1 :  Relention  NCO 

L-1a2  Retention  NCO 

L-1a3  RefenlionNCO 

L-1a4  Retention 

L-1b  RMO 

L-ic:  PTMS 

L-1d1:PTMS 

L-ldatPTMS/  Parsotmel 

L-lal  MiMary  Personnel  Drvision 
L-1a2  Military  Personnel  OfvAion 
L-1e3  MiWary  Personnel  OfvisKMi 
L-ltl:  Military  Personnel  Division 

L-1  f2  Military  Personnel  Division 
L-lQl  MiliUiry  Personnel  Division 
L-1o2  Military  Personnel  Orvi$x>n 
L-lh:  RMD 

Tfim  h  Uwtttop 
/  AM€OD  \ 

\  / 

Provide  up^o-date  training  of 
civilian  and  military  personnel  to 
accomplish  their  current 
responsibilities  arvj  develop  sKjNs 
for  future  positions 

L-2a1:  Percent  o<  annual  validated  training  requirements  mtegrated  mio  lACH 
Command  Training  Guidance 

L-2a2:  Percent  lACH  Soldws  havmg  completed  required  trammg  per  command 
framing  guidance 

L-2bl  Percent  etgtxe  sowiers  having  attended  NCOES 

L-2b2:  Percent  ehgtile  soWiers  having  attended  WLC 

L-2b3:  Percent  ekgOle  soldiers  having  attended  BNCOC 

L-2b4  Percent  eliga>le  soldwrs  having  attended  ANCOC 

L-2b8;  Percent  of  aligible  otficars  havmg  attended  OBC 

L-a>6-  Percent  ot  elig<>le  officers  having  aRended  (XC 

L-2C1 :  Percentage  ot  HIPAA  diaclosuras  determined  to  be  unaumonzed 

L-2c2:  Percentage  of  ehgOle  workforce  havmg  compieied  required 

HIPAA  trammg 

L-2d:  Number  of  Staff  members  certified  as  LSS  Green  Betts 

L-2a1:  100% 
L-2a2:  90% 
L-2b1;  >90% 
L-2b2.  >90% 
L-2b3:  >90% 
L-2b4;  >90% 
L-2b6:  >90% 
L-2b6:  >90% 
L-2c1:  <*10% 
L-2c2:  90% 

L-2d;  1 

L-2a1:PTMS 

L-2a2:  EPD/PTMS 

L-2b1 :  EPD/PTMS 

L-2b2;  EPD/PTMS 

L-2b3;  EPO/PTMS 

L-2b4:  EPO/PTMS 

L-2b6:  EPO 

L-2b6;EPO 

L-2c1;PAD 

L-2c2:IMO 

L-2d  :DCA 

y^Tntn  68  CMfX 
\  ) 

Trem  and  develop  66  series 
personnel  to  enable 
conlident.  competant  Soldiers 
capable  o(  providing 
material  support  to  the  medical 
mission  of 

healthcare  providers 

L-3a  Quarterly  lapse  rale  for  68  senes  certifications 

L-3b  Percentage  of  staffing  requiren>ents  mef  for  68W  Sct>oo#>ouse 

L-3a  <  10% 

L-3b  00% 

L-3a:EPD 

L-3b:  EPO 

FofKMiJind 
/  Pfl>gnm  \ 

I  R«qulir«d 

V  R«uurcH  / 

\  n-1  / 

Forecast  arvj  program  required 
resources  lor  mission 
accomplishment 
Accurately  forecast  future 
reqmremenls  and  promote  coding 
accuracy 

R-lal:  Percent  Provider  slaN  onhand  as  specrtied  by  the  Business  Plan 
requirements 

Pt-la2:  Percent  medical  staff  on  hand  composed  ot  BackfiN 

R-1a3:  Percent  of  medical  staR  on  hand  composad  ot  contract  provxters 

R-lbl  Perceril  timding  execution  compared  to  strai^^  tme 

R-1b2:  Percent  fimdmg  of  lACH  cnticai  AMF  requvements 

P*-1b3:  Percent  funding  of  lACH  cntical  GWOT  requirements 

R-tcl:  Percent  CEEP  list  filed  at  ne  end  of  the  Fiscal  Year 

R-1c2:  Percent  departments  on  budget  target 

1 1 1 .  9U  % 

R-1a2:2S%or 

toss 

R-1a3:  2S%or 
less 

R-lbl:  W-  S% 
R-1b2;100% 
R-1b3:  100% 
R-lcl:  SO% 

R-lal:  RMO 

R-1a2:  Pereonnel 

R-1a3:  RMO 

R-lbl:  RMO 

R-1b2  RMO 

R-1b3:  RMD 

R-lcl:  logistocs 

R-1c2:  RMO 

R-1c3:  LogistKS 

Ettacihn 

{  finwm  \ 

\  St*f*«nl«Alp  J 

\.  H-a  y 

Ensure  current  arxj  future 
resource  allocation  decisions 
provide  the  best  return  on 
mvectmant  in  support  of  the  lACH 
strategic  direction  Identity  arxJ 
implement  best  clinical  and 
business  prvcticas  by 
emphasizing  process 
•mprovements  arxl  the 
optimization  ol  Uniform  Business 
Offices'  operations  Operate 
within  budget  wRhout  cost  shifting 
to  purchased  care  or  other  payers. 

R-2a:  Cost/RWP 

R-2b:  CosVAPQ 

R-2c1 :  Prime  Vendor  usage  rate 

R-2c2:  Prime  Vendor  till  rate. 

R-2c3:  Percent  reduction  in  government  IMP  AC  credit  card  use  for  med/surg 
supplies  from  last  FY 

n-2ol:  Percent  government  travel  card  bis  delinquent  over  60  days 
fl-2cS:  Percent  of  fmancial  kabiWy  investigatior>s  completed  m  75  days 

R-ad1a:  Obligation  rate  tor  Civilian  pay 

R-adlb:  Obligation  rate  for  travel 

R-ad1c:  Obligation  rata  tor  contracts 
fl-3d1d:  Obligetion  rate  for  suppkes 

R-2d1a:  Obligation  rate  tor  F^rmacy 

R-2d1f  Obligallon  rate  tor  equipment 
n-2dlg:Obligation  rate  tor  other  elements  of  resource. 

R-2d2-.  bum  rate  (ad)usted  lor  front  loaded  contracts)  as  compared 
to  straight  kne  protection  ) 

R-2d3;  Percent  deviation  (plus  or  minus)  from  FY  06  bum  rate 

R-2b:$108 

R-2c1:  70% 
R-2c2;  90% 
R-2c3:  10% 
reduction  than 
previous  FY 
R-2c4:  <*  1  S% 
R-2cS:  100%  on 
tome 

R-2<l1a:  W- 5% 
R-2tf1b;  W-S% 
R-2<f1c:  4/-S% 
R-2<f1d:  4/-S% 
R-2d1a:  W-S% 
R-2dir:  W-S% 
R-2d1g:+/-5% 

n  e«^ 

R-2a:DCA 

R-2b:DCA 

R-2c1:  OCA/  LogistKs 

R-2c2;  OCA/  Logistics 

R-2c3:  Logistics 

R-2c4:  RMO 

R-2c6:  OCA/logietics 

R-2d1a:  RMO 

R-2d1b:  RMO 

R-2d1c:  RMO 

R-2d1d:  RMO 

R-2d1e:  RMO 

R-2d1f:  RMO 

R-2d1g:  RMD 

R-2d2:  RMO/DCA 

R-2d3:  RMO/DCA 

y  AtocM 

f  nwoMf^w  \ 

/  StrateetC4»r  | 

1  n-J  1 

Serva  as  effective  Imancial 
stewards  by  making  sound 
fiscal  decisions  in  the  best  interest 
ollACH,  AMEDO, 
the  Army,  and  American 
taxpayers.  InatM  In  lACH 
leaders  a  mindset  of  financial 
accouraabiHty.  so  our  spending  is 
producing  the  desired  reeulls 

R-3a1 :  Percent  Inpatient  RWP  MARKET  SHARE  (0504) 

R-3a2:  Inpatient  RWP  productivity  targets  achieved  as  prescribed  by  Busmass  Ptans 
R-3b1 ;  Percent  Outpatient  RVU  MARKET  SHARE 

R-3b2:  Outpatient  RVU  productivity  targets  achieved  as  prescribed  by  Business 
Plans 

R-3cl  Total  RWP-s 

R  3c2  Total  RVtrs 

R-3dl:  Nixnber  of  bed  days  per  thousand  enroNees 

R-3d2:  Cost  tor  prvne  enroHees  per  member  per  monvi 

R-3d3;  Eniollee  purchase  care  costs 

R-3d4;  Preventable  admissK>n  rates  tor  active  duty  enrottees 

R-3dS:  Preventable  admission  rates  lor  rwn-active  duty  enrottees 

R-3e1 :  MEPRS  Percent  of  tacMies  reporting 

Pl-3e2:  MEPRS:  Percent  of  facilities  reporting  by  suspense  date 

R-3a1:  48  6% 
R-3«2:  9.072 
R-3b1:63  37% 
R-3b2:  857.294 
R-3c1:558  96 
R-3c2:  9.3097 
R-3d1:200 
R-3d2:  S2S7 
R-3d3:  TBO 
R-3d4:  </- 3  S1% 
R-3d5;  </»  7  07% 
R-3e1:  90% 
R-3«2:90% 

R-3e1  RMO/OinOps 
R-3e2:RMO/Clin  Ops 
R-3b1:RMO/ainOps 

R-3b2:  RMO/Clin  Ope 

R-3c1:Clln  Ops 

R-3c2:C8nOp$ 

R-3d1:CllnOps 

R-3d2:  Clin  Ops 

R-3d3:  CKn  Ops 

R-3d4:  CKn  Ops 

R-3d6:  cun  Ops 

R-3e1:CllnOps 

R-3e2:Cfin  Ops 

